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PREFACE  TO  THE  FIFTH  EDITION. 


The  author  has  taken  the  opportunity  afforded  by 
the  demand  for  a  new  edition  to  thoroughly  revise 
the  book,  and  to  enlarge  it  considerably.  The  section 
on  extra-uterine  gestation  has  been  practically  re- 
written, and  the  operative  treatment  of  uterine 
fibroids  by  hysterectomy,  either  with  intra- peritoneal 
treatment  of  the  stump,  or  by  the  so-called  "  pan- 
hysterectomy "  in  which  there  is  no  stump — the 
operation  which  in  suitable  cases  the  author  himself 
prefers — has  been  fully  described.  A  short  account 
is  given  of  the  disease  known  as  "  deciduoma 
malignum,"  an  example  of  which  the  author  was 
fortunate  enough  to  have  in  his  own  practice 
recently,  in  a  stage  allowing  it  to  be  treated  by 
vaginal  hysterectomy.  The  author  has  now  had 
an  experience  in  his  own  practice  of  more  than 
sixty  radical  operations  for  cancer  of  the  uterus. 
More  than  thirty  of  these  have  been  supra-vagina! 
amputations  of  the  cervix,  and   among   these   th' 
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has  been  no  mortality.  Thirty  of  the  operations 
have  been  vaginal  hysterectomies,  and  among  this 
series  there  have  been  three  deaths. 

Anionn  those  ca.scs  treated  by  the  supra-vaginal 
RinpUtation  of  the  cervix,  then  nineteen  in  number, 
which  formed  the  subject  of  his  paper  read  before 
the  Ro)"*!  Medical  and  Chirurgical  Society  in  1892, 
Mc  still  four,  Nos,  6,  12,  16,  and  17,  which 
lemaiticd  well  for  ten  years,  nine  years, 
and  xvcn  and  a  half  years  respectively. 
i|>ccimt'ns    were    shown    when 
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w    tis"""''    *"''    "l"*''''*''^'^    '^^s^s    have 

*'*'?«crt«l    hi    the    l^rcsent     edition,     with     the 

***  e  «hich  the  issue  of  the  work    reaches 
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It  may  be  safely  said  that  no  subject  presents 
greater  difficulties  to  the  beginner  than  Gynaecology. 
The  opportunities  of  becoming  practically  ac- 
quainted with  it  are  necessarily  less  than  in  most 
other  branches  of  medicine.  Take,  for  example, 
diseases  of  the  heart :  a  beginner,  if  he  listens  to 
the  heart  in  as  many  cases  as  possible,  spends 
some  three  or  four  weeks  before  he  becomes  able 
to  appreciate  even  weli-marked  murmurs. 

Frequent  examination  of  cases  is  just  as  neces- 
sary, in  order  to  acquire  accuracy  in  physical  signs, 
in  gynzecology,  as  in  diseases  of  the  heart ;  but 
I  whereas  an  almost  unlimited  number  of  observers 
I  can  listen  in  a  case  of  chronic  heart  disease,  a 
gynaecological  case  can  only  be  examined  by  two, 
or  at  most  three,  on  any  one  occasion. 

It  is  therefore  proportionately  important  that  the 
[  very  most  be  made  of  each  clinical  opportunity. 
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liefiire  talcing  a  clinical  clerkship  in  the  de- 
partment for  diseases  of  women,  the  student  should 
rcfrc'th  his  knowledge  of  the  relations  of  the  pelvic 
organs  \ty  attendance  in  the  post-mortem  room, 
and  examining  for  htmiKrif  the  position  of  parts 
when  the  abdomen  has  been  opened,  and  the 
inteslincfi  are  held  up  out  of  the  way. 

Particular  attention  should  be  paid  to  the  uterus, 
noticing  its  size,  relation  to  the  bladder,  and  testing 
its  mobility  by  m-eing  how  far  it  can  be  drawn 
up  out  of  the  pelvis ;  to  the  broad  ligaments,  and 
the  relation*  of  the  structures  projecting  from  them  ; 
and  to  the  pouch  of  Douglas,  bounded  laterally  by 
the  utero-sacral  ligaments,  and  at  its  lowest  part 
in  close  relation  with  the  posterior  vaginal  wall. 

The  pelvic  organs  should  then  be  taken  out  en 
maisi  and  examined  more  closely. 

First    the    urclhra    and    bladder   should    be    laid 

open    the  length  of  the   urethra  should  be  noticed, 

.    ihe    iwnition    of    the    orifices    of   the   ureters. 

nottn    4tiMllil    be   paiaed   along   them.     Next    the 

.— •kut    III    the    cervix    should    be    looked 

,.      HW**  iw*"*!   '"^^  *^*  uterus.      Finally 

^t^lUll  %C  iUt  up.  noticing  the  relation 
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of  the  bladder  to  the  anterior  aspect  of  the  cervix 
— the  cavity  of  the  cervix  marked  by  the  folds 
of  mucous  membrane  constituting  the  arbor  vil<E — 
and  the  cavity  of  the  body.  Fine  bristles  should 
be  passed  from  the  uterus  along  the  Fallopian 
tubes. 

The  various  named  structures  shown  in  Fig.  i  lO, 
on  page  297,  should  be  identified. 

If  even  one  set  of  organs  is  examined  in  this 
way,  the  student  will  find  it  in  the  end  a  great 
saving  of  time,  as  his  clinical  progress  will  be 
more  rapid  and  intelligent  than  it  otherwise 
could  be. 

Another  point  of  importance  is  by  no  means 
to  neglect  examining  cases  where  the  physician 
pronounces  everything  normal ;  and  i^ain,  to  take 
every  opportunity  of  recognising  physical  signs  when 
a  case  is  being  examined  under  an  aniesthetic. 
Those  commencing  the  study  of  gynecology  should 
more  especially  concentrate  their  attention  on  ac- 
quiring proficiency  in  the  Bimanual  examination, 
and  in  the  diagnosis  of  pregnancy,  especially  in 
the  earlier  months. 

I    have   endeavoured    to   arrange   the  divisions  of 
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the  subject,  as  far  as  possible,  in  what  may  perhaps 
be  called  their  natural  order  from  a  clinical  point 
of  view,  first  dealing  with  the  history,  then  with 
the  physical  examination,  then  with  diseases  of 
the  external  parts,  diseases  of  the  vagina,  diseases 
of  the  uterus,  and  so  on. 

Numerous  illustrative  cases  have  been  inserted 
at  various  parts  of  the  book ;  they  are,  I  think, 
a  considerable  help  in  learning  the  subject,  and, 
moreover,  they  relieve  the  monotony  incidental  to 
systematic  description. 
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On  the  Mode  of  Investigating  a  Case. 

Before  discussing  systematically  the  more  important  of 
the  diseases  peculiar  to  women,  it  is  desirable  to  consider 
shortly  the  proper  way  of  investigating  a  case  in  this  special 
department  of  practice. 

By  the  expression  "  proper  way  "  is  meant  the  mode  of 
procedure  adopted  by  a  practical  physician  in  endeavouring 
to  arrive  at  a  diagnosis  in  any  case  that  conies  before  him. 

The  materials  available  for  diagnosis  fall  naturally  under 
two  heads  :^ 

First — We  have  all  the  patient  can  tell  us  about  herself 
—the  History. 

Second. — The  physical  signs  we  can  observe  for  ourselves 
—the  Present  State. 

The  Historv. 
The  following  should  be  noted  : — 

Patient's  name,  address,  a^e,  ocatpatiun. 
Whether  married  or  single. 
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U  married,  him  hng  marrirj. 

A'um/vr  of  (kUdrtn,  if  any,  with  daU  toh<n  the  last  was 

tvrn. 

U'ktt/irr  sh(  has  hnJ  hhv  mistarri'igts ;  if  any,  dale  of 
each,  and  ihc  iicri(xl  to  which  pregnancy  had  advanced 
when  ihc  niisfiirriai;'.'  occurred. 
Oharootsr  of  each  oonfliiemeiit,  easy  or  Instrumental ; 
If    nooding,   severe    abduiHiiml    jiain,   vomiting,    or  fever 
(shivering  tiu,  thirst,  clc.)  occurred  after  the  confinement. 
A  rough  guess  may  be  furmed  as  to  the  nature  of  the 
confinement  I»y  asking   how  long  she  was  compelled   to 
remain  in  bed  al^er  it. 
We  now  ask  the  iwiicnt  :— 
IVhat  do  you  tomplain  off 

Her  answer  should  1>c  taken  down  as  far  as  possible  in 
her  own  words,  leading  (juestlons  being  avoided,  and  after 
each  answer  merely  emiuirlng  "  anything  else  ? " 
The  dunilion  of  each  symptom  should  be  noted. 
Some  difficulty  at  times  arises  in  fixing  the  dale  when 
ihe  present  illness  began.  Here  wc  can  often  succeed  by 
asking : — 

Hotv  long  is  it  sin((  you  think  you  were  in  ptrfictly  good 
hmitkl 

t  next  enquire  liow  mcnslrualion  has  been  performed 

e  twginning  of  the  Illness, 
batk:- 

uquiltreiiularnstvl 
le  pftlicnt  says  "  Yes,"  wc  next  say  :— 
Iwry/mtr  w«Ai/ 

I  Tiomcn   often   say  they  are  "  quite  regular " 
n  ihey  menstruate  every  fortnight  or  three 
!iWj,\)v  "lejpiUr"  tliey  mean  they  do  not  go 
^fc"»l«iTW«fciii\thout  mcnstnialiug.^. 
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Have  yOu  any  puin  with  iti 

Enquiry  is  lo  be  made  whether  the  pain  is  before  the 
flow  begins,  or  during  the  flow,  or  after  it. 

If,  as  often  happens,  the  pain  is  not  sharply  hmited  to 
one  or  other  of  these  periods,  we  should  find  out  when  it  is 
at  its  worst. 

Also  ascertain  the  seat  of  the  pain,  e.g.,  the  back,  hypp- 
gastrium,  or  one  or  other  ovarian  region. 

The  following  questions  should  also  be  asked  : —  i 

Is  Ike  pain  constant,  or  worse  at  times  ? 

Does  the  pain  shoot  down  the  legs  ? 

Is  it  relieved  by  lying  down  ? 

Particularly  enquire  whether  the  patient  has  always  had 
the  pain  since  she  first  began  to  menstruate,  or  whether  it 
has  only  affected  her  for  a  limited  time,  e.g.,  since  the  birth 
of  the  last  child,  or  since  she  married. 

Is  the  discharge  a  good  colour  I  i.e.,  red. 

Do  you  lose  much  ?  Two  women  may  menstruate  for  the 
same  number  of  days  each  period,  but  one  may  lose  much 
more  than  the  other  each  day. 

Are  there  any  clots  or  shreds  in  the  discharge  ? 

Having  learned  how  menstruation  has  been  performed 
since  the  beginning  of  the  illness,  we  now  go  on  to 
ascertain  how  the  function  was  performed  previously,  to 
see  if  there  has  been  any  alteration. 

H  lien  were  you  first  poorly  in  your  lifetime  ? 

Supposing  the  patient  to  say  she  was  fifteen  at  the 
lime,  we  ask  "  between  fourteen  and  fifteen  ? "  or  "  fifteen 
and  sixteen?" 

Did  you  come  on  quite  regular  at  first,  or  after,  seeing  it 
ona  did  it  leave  you  for  some  months  f 

Either  alternative  is  equally  physiological. 

We  then  ask  as  before,  whether  she  was  quite  reguktr 


DISEASES   OF  WOMEN. 


lost,  COlOUTri^l 


every  four  weeks  when  the  function   had  become  i 
h'shed,  or  how  it  was.     The  duration,  quantity  lost,  ( 
clots  or  shreds  in  il,  if  attended  by  pain  or  not,  are  noted  as 
in  the  former  case. 

Many  diseases  disturb  the  regular  performance  of  the 
menstrual  function,  and  the  object  of  these  enquiries  is 
to  be  able  to  compare  the  performance  of  the  function 
since  the  patient  has  been  ill,  with  its  performance  when 
the  patient  was  in  thoroughly  good  health. 

There  is  no  absolute  standard  applicable  to  all  women. 
Individual  \iu'iations  within  the  limits  of  health  are  very 
common ;  but  the  way  the  function  was  performed  when 
the  patient  was  quite  well  is  the  standard  with  which  to 
compare  the  way  it  has  been  performed  since  she  has 
been  ill. 

Short  enquiries  are  made  as  to  : — 

I.  Muturilion. 

{a)  Have  you  any  trouble  with  your  water  ? 
{/))  Are  you  obliged  to  pass  it  too  frequently  ?  and  if 
io,  how  many  times  have  you   to  get  up  at 
night  to  pass  it  ? 
{()  Have  you  any  pain  in  ijassing  it  ? 
Common    instances  of   micturition   being   affected    by 
neighbouring  local  disease  are : — 

(i)  Rttrcvfrtiiin  of  Iht  gravid  uterus,  causing  retention 

and  subsequent  dribbling  over  of  the  urine, 
(ii)  /VA'(i*  ferilonitis,  which  is  very  often  a  cause  of 
•  frtqiunt  dturt  to  pass  water. 

II.  Tht  digtstivt  system. 

(fl)  h  the  apiKiitc  good  ? 

\^\  Arc  the  bowch  regular  cvcr>-  day.  or  confined  ? 

W  H«vt  you  (Win  when  you  pass  your  motions? 

Unc  Tou  got  thinner  laUly  ? 
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IV,  ^ny  othtr  system,    e.g.,    the   nervous    system,    if    the 

patient's  account  of  her  illness  suggests  the  desira- 
bility of  doing  so. 

V.  Previous  illnesses. 

This  concludes  the  taking  of  the  History. 

The  next  step  is  to  oureeives  ohserve  all  we  can  as  to 
the  patient's  condition ;  the  result  of  our  observations  con- 
stituting what  is  called  ; — 

The  Present  State. 

Jurst  the  general  aspect  is  to  be  noted. — Thin  or  well- 
nourished.  Heal  thy -co  loured  or  pale.  Whether  looking 
obviously  ill  or  not.     Presence  or  absence  of  oedema. 

Note  also  the  state  of  the  tongue  and  pulse  j  and  if  there 
is  any  indication  of  fever,  take  the  temperature. 

Guided  by  what  we  have  learned  from  the  history,  we 
may,  or  may  not,  at  this  stage  examine  the  chest. 

The  further  examination  is  of  iivo  kinds : — 
(i)  Examination  of  the  abdomen, 
(ii)  Vaginal  examination. 

1.  EzEuninEition  of  the  abdomen. — The  methods 
employed  are :— Inspection.  Palpation.  Percussion. 
Auscultation. 

The  patient  should  He  on  her  back,  all  clothes  fastening 
round  the  waist  being  loosened;  it  is  best  to  have  the 
surface  of  the  abdomen  exposed. 

Inspection.— We  notice  ; — The  size  of  the  ahdomen, 
whether  distended  or  not.  The  jAn/e  of  the  abdomen — 
localised  bulging,  e.g.,  in  the  flanks.  The  condiiioit  of  the 
umbilicus.  If  the  umbilicus  is  depressed,  there  is  usually 
no  very  considerable  tumour  or  accumulation  of  fluid 
within  the  peritoneum.  Any  apparent  enlargement  of  the 
abdomen  in  such  a  case  is  simply  due  to  accumulation  of 
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fat  in  the  abdominal  walls,  with  or  without  distention  of 
the  intestines  by  flatus. 

The  position  of  the  umbilicu! — whether  exactly  in  the 
middle  line  or  displaced  to  one  side,  whether  nearer  the 
pubes  or  the  xiphisternal  articulation.  This  can  of  course 
be  more  accurately  ascertained  by  measurement. 

The  presence  of  pigmentation,  particularly  between  the 
umbilicus  and  the  pubes. 

The  presence  or  absence  of  "  skiH-crcicks" — line^e  albicantes 
— in  themselves  only  evidence  of  over-distention  of  the 
abdominal  walls ;  but  the  commonest  cause  of  the  over- 
distcnlion  is  pregnancy. 

On  the  other  hand,  absence  of  skin-cracks  is  no  evidence 
that  the  patient  has  not  had  a  child  at  term — it  merely 
establishes  a  probability  in  that  direction ;  for  in  exceptional 
cases,  even  when  the  patient  has  had  a  child  at  full  term, 
skin-cracks  may  be  absent. 

The  presence  of  enlarged  veins  under  the  skin  of  the  abdo- 
minal wall. 

Alterations  during  respiration. — Supposing  the  presence, 
for  example,  of  the  pregnant  uterus  at  an  advanced  period 
of  gestation,  say  at  (he  seventh  month ;  if  we  ask  the  woman 
to  lake  a  deep  breath  and  to  let  it  all  out  while  we  are 
looking  at  the  abdomen  in  a  good  light,  during  inspiration, 
we  see  the  upper  border  of  ihe  swelling  formed  by  the 
pregnant  uterus  descend,  and  during  expiration  we  see  it 
DLSCCttd.    The  same  phenomenon  is  seen  in  cases  of  ovarian 
wrniout. 
I  Tfa   afpearauu  of  the  (5/-mj/j.— Although  not   strictly 

^^^bHung  uty  port  of  the  abdominal  examination,  still  prac- 
^^^KdjEi)  it  a  U  this  st;%c  of  the  cx^nination  that   it   is 
^^^K*"*«^ni  \a  note  their  condition. 
^H  ■««^Hn.._ilwrnK,whethcr  plump  or  flabby. 

Vdts.vlump.  lUis  may  l)e  due  eiihor  to 
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(he  presence  of  fat,  or  to  a  real  hypertrophy  of  the  gland 
tissue.  In  the  latter  case  the  breast  has  a  notJular  feeling, 
which  is  absent  when  the  plumpness  is  due  to  fat. 

Presena  or  a&setKe  of  skin-cracks. —  The  nippies,  well 
formed  or  not,  e.g'.,  depressed,  either  flat,  or  actually  tucked 
in  at  the  middle. 

The  primary  areola,  i.c.,  that  immediately  round  the  nipple, 
its  size,  shade  of  pigmentation,  whether  studded  with  little 
prominences  (enlarged  follicles)  or  not.  \Vhether  hairs 
grow  on  it,  or  round  it. 

The  secondary  areola  ;  this  is  usually  only  to  be  seen  in 
the  later  months  of  pregnancy,  and  for  a  variable  time 
after  labour.  A  secondary  areola  may  occasionally  be 
seen  in  brunettes  altogether  apart  from  pregnancy;  when 
present,  it  occupies  an  area  usually  a  finger's  breadth 
in  width  (though'  sometimes  it  is  much  wider)  around 
the  primary  areola.  Its  appearance  is  usually  described 
by  supposing  a  white  surface  to  be  painted  brown,  and 
then  further  supposing  that  a  shower  of  water-drops 
washes  away  the  pigment  where  the  drops  fall,  exposing 
the  miderlying  white.  It  really  consists  of  numerous  white 
circles  about  tV  to  ^  of  an  inch  in  diameter,  separated  from 
one  another  by  brown  intervening  spaces. 

The  presence  of  enlarged  veins  on  the  breasts,  as  seen  in 
pregnancy. 

The  presence  or  absence  of  secretion. — This  is  observed  by 
squeezing  the  breast  in  the  whole  hand  .pretty  firmly  in 
the  direction  of  the  nipple.  The  fluid  squeezed  out  may 
be  clear  or  milky. 

In  doubtful  cases  the  presence  of  a  little  secretion  in 
the  breasts  is  of  small  value  for  diagnosis.  Much  more 
reliance  may  be  placed  on  the  appearance  of  the  breast. 
For  instance,  if  in  a  woman  who  has  had  no  children 
it  looks  plump,  and  ihere  ate  veins  clcnrly  seen  coursing 
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over  it,  if  the  primary  areola  is  deeply  pigmented  and 
studded  with  enlarged  follicles,  and  if  there  is  also  a 
secondary  areola,  and  the  breast  has  the  nodular  .feeling 
previously  referred  to,  there  is  a  strong  probability  that 
the  woman  is  pregnant. 

Palpation. — The  whole  area  6f  the  abdominal  wall, 
should  be  carefully  palpated,  using  both  hands. 

Light  **  springy  "  palpation  gives  more  information  than 
any  effort  to  overcome  the  resistance  of  the  abdominal 
muscles  by  force. 

The  patient  should  be  told  to  keep  the  mouth  open ; 
to  breathe  deeply  and  rather  slowly,  and  to  let  the 
abdominal  wall  (or  rather,  as  she  understands  it,  "the 
stomach  ^^)  be  as  loose  as  she  can. 

Great  assistance  will  be  obtained  in  some  cases,  where 
the  patient  is  very  nervous,  by  taking  every  trouble  to 
reassure  her,  and  to  persuade  her,  that  she  is  not  going 
to  be  hurt  in  any  way.  Distracting  her  attention  by  a 
few  questions  is  another  help  to  attain  the  end  in  view, 
namely,  as  little  resistance  as  possible  from  the  abdominal 
muscles. 

Light  palpation  frightens  the  patient  least,  and  does  not 
give  rise  to  any  discomfort ;  it  should  always  be  employed 
first.  We  may  employ  deep  palpation  later  on,  when  we 
have  learned  all  we  can  by  light  palpation,  and  when  time 
has  been  given  for  the  patient  to  become  a  little  accustomed 
to  the  examination. 

The  kidneys. — It  is  good  practice  to  try  and  feel 
the  kidneys  in  each  case.  The  right  one  is  more  easily 
felt  than  the  left.  To  succeed  in  this  the  patient  must 
not  be  too  fat,  the  abdomen  must  be  fairly  relaxed, 
and  there  must  be  a  fair  amount  of  space  between  the 
ribs  and  the  iliac  crest.  In  trying  to  feel  the  lower  end 
of  the  right  kidney,  press  the  fingers   of  the   right  hand 
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pretty  steadily  and  firmly  backwards  and  a  little  upwards 
in  the  interval  between  the  iliac  crest  and  the  ribs.  The 
fingers  of  the  left  hand  at  the  same  time  being  placed 
under  the  patient  should  make  pressure  forwards  towards 
the  fingers  of  the  right  hand. 

It  is  best  to  press  the  fingers  of  the  right  hand  steadily, 
and  to  make  tilting  movements  forwards  with. the  fingers 
of  the  left  hand. 

In  a  great  many  cases,  far  more  than  any  one  who  has 
not  tried  it  would  imagine,  the  lower  end,  or  more,  of  the 
right  kidney  can  in  this  way  be  recognised. 

If  it  is  not  felt  at  fir^t,  we  may  succeed  by  getting  the 
patient  to  take  a  deep  breath. 

The  lower  end  of  the  left  kidney  is  not  so  often  to  be 
made  out. 

Other  points  to  be  noted  at  this  stage  of  the  examination 
are: — 

(a)  IVhelhtr  or  not  Ike  recti  have  been  separated  by  <wer- 
Sisttnlion  of  ike  abdomen. — If  the  patient  be  asked  to 
raise  herself  into  a  half-sitting  posture,  the  edges  of  the 
recti  can  be  felt  with  an  interval  of  varying  width  between 
them,  if  they  have  been  separated ;  at  the  same  time,  a 
pouching  out  of  the  tissues  between  the  separated  recti 
can  be  seen  in  such  cases.  Sometimes,  on  the  other  hand, 
the  tissues  between  the  separated  recti  are  tucked  in  by 
atmospheric  pressure  as  she  raises  herself. 

{p)   iVhether  any, part  is  tender  to  light  or  deep  palpation, — 

A  little  care  is  necessary  to  avoid  being  misled.     If  the 

patient  says  it  hurts  her  at  one  particular  place,  try  several 

others;  and  when  the  attention  has  been  distracted  from 

the  part    first    pressed,   press  it  again;    or  press  it  while 

king  off  her  attention  by  talking  to  her. 

(f)    Whether  any  abnormal  sivelling  can  be  felt.— \i  such  is 

cognised,  endeavour  to  make  out  if  it  is  hard  or  sod ;  if 
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it  is  elastic,  or  even  distinctly  fluctuating ;  if  its  surface  is 
smooth  or  irregular ;  its  exact  situation ;  central  or  more  to 
one  side  than  the  other.    Also 

The  part  from  which  it  seems  to  spring, — For  instance^  if 
it  comes  from  the  pelvis,  we  shall  usually  *  be  unable  lo  get 
the  fingers  completely  under  it  in  that  direction,  though 
able  to  do  so  in  every  other;  and  if  it  .springs  from  some 
part  of  the  abdomen,  e,g,y  from  the  kidney,  we  shall  be  able 
to  separate  it  from  the  pelvis.  Of  course  we  are  now  speak- 
ing of  fairly  simple  cases ;  of  these,  the  above  holds  true. 
In  complicated  cases,  ^.^.,  large  tumours  coexisting  with 
ascites,  diagnosis  may  be  difficult,  or  impossible. 

(//)  Sometimes  a  crackling  feeling  is  communicated  to  the 
fingers  on  palpating  the  abdomen,  rather  like  what  is  felt 
when  air  has  got  into  the  subcutaneous  connective  tissue 
— surgical  emphysema.  The  sensation  referred  to  is  felt 
in  the  abdomen  in  some  cases  of  peritonitis,  being  due  to 
the   friction   between  the  opposed  surfaces  covered  with 

• 

lymph ;  t  the  rubbing  together  of  these  being  caused  by 
the  palpation. 

(e)  Hardening  of  a  tumour  may  be  felt  while  it  is  being 
manipulated ;  the  tumour  in  that  case  is  almost  certain  to 
be  the  pregnant  uterus. 

(/)  Movements  may  be  felt  against  the  palpating  hand, 
due  to  movements  of  the  foetus  in  utero. 

{g)  Supposing  the  tumour  to  be  the  pregnant  uterus  at 
term,  it  is  usually  very  easy  to  get  the  hard  fcetal  head 

*  Sometimes  a  small  ovarian  tumour  with  a  long  thin  pedicle  may 
be  very  completely  separated  from  the  pelvis  when  palpating  in  this 

way. 

f  In  some  cases,  however,  where  this  peculiar  sensation  is  experi- 
enced there  is  no  peritonitis.  I  remember  it  being  well  marked  in  a 
case  of  ovarian  tumour  ;  yet,  at  the  operation  soon  after,  no  evidence 
of  peritonitis  was  found. 
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between  the  fingers  of  the  two  hands  in  the  hypogastric 
region. 

There  is  another  sign  of  great  value  in  the  diagnosis  of 
pregnancy.  If  the  fingers  make  sudden  light  pressure  at 
various  parts  of  the  pregnant  uterus— for  example,  at  the  fifth 
month — they  displace  a  layer  of  fluid,  and  often  come  on 
some  hard  part  of  the  fceCus,  which  recedes  as  it  is  touched. 
The  sensation  so  produced,  when  one  has  become  fainih'ar 
with  it,  is  almost  pathognomonic  of  pregnancy. 

(A)  When  a  hard  tumour  is  present  in  the  abdomen  and 
there  is  also  ascites,  if  we  make  sudden  pressure  inwards 
with  the  tips  of  the  fingers  on  the  hard  tumour,  a  peculiar 
sensation  is  experienced,  due  to  displacement  of  the  fluid 
lying  between  the  abdominal  wall  and  the  surface  of  the 
tumour. 

The  above  are  some  of  the  common  points  to  be  at- 
tended to  in  palpation. 

PercUBBion, — The  whole  of  the  abdominal  surface 
should  be  percussed.  Particular  attention  should  be  given 
to  the  flanks,  and  to  any  area  beneath  which  any  mass  has 
been  felt. 

(a)  If  dulness  be  found  in  one  flank,  the  patient  should 
be  turned  on  the  opposite  side,  and  after  a  few  seconds 
the  previously  dull  area  should  be  percussed  again.  If  the 
dulness  first  noticed  was  due  to  fluid  /ri^e  in  the  abdominal 
cavity,  when  the  patient  is  turned  on  the  opposite  side  it 
will  be  replaced  by  resonance. 

{H)  Dulness  over  the  central  region — umbilical  and  hypo- 
gastric regions — shading  off  laterally  into  resonance  so  that 
the  flanks  are  resonant,  points  to  some  tumour  centrally 
situated,  such  as  an  ovarian  tumour — the  pregnant  uterus — 
a  large  fibroid  tumour  of  the  uterus — a  distended  bladder, 
and  the  like, 

(t)  A  tumour  in  the  lumbar  region,  the    tumour    being 
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distinct  and  either  feeling  solid  or  elastic,  over  which  a 
distinct  line  of  resonance  (colon)  is  made  out,  is  probably 
renal :  such  as  hydronephrosis,  or  malignant  disease  of  the 
kidney. 

(d)  Dulncss  is  also  obtained  over  the  irregular  lumps 
rising  out  of  the  pelvis,  produced  by  pelvic  peritonitis,  or 
peivic  cellulitis,  or  a  large  pelvic  hematocele. 

Auscaltation. — The  positive   information  obtained 
auscultation  is  practically  limited  to  two  cases. 

1.  Pregnancy,  uterine  or  extra-uterine. 

2.  Large  fibroid  tumours  of  the  uterus. 
Sotinds  heard  over  the  pregnant  utertis. 

1.  FiKtnl  heart  sounds. — Aptly  compared  to  the  ticking  of 
a  watch  heard  ihtougli  a  pillow.  Two  sounds  correspond 
to  each  beat  of  the  fcctal  heart ;  but  often,  in  the  earlier 
months,  only  the  first  sound  is  audible.  Every  oppormnily 
should  be  taken  of  becoming  thoroughly  familiar  with  these 
sounds.  When  they  are  heard,  wc  have  conclusive  evidence 
of  pregnancy ;  our  not  being  able  to  hear  them  by  no  means 
excludes  pregnancy ;  nor  should  it  even  lead  us  to  infer  the 
death  of  the  ftetus,  unless  we  fail  to  hear  the  sounds  after 
several  observations  at  different  times.  The  sounds  become 
clearly  audible  in  the  last  fortnight  of  the  fifth  month — 
from  the  iSth  to  the  20th  week;  practised  observers  may 
sometimes  detect  them  a  month  earlier,  but  the  date  named 
is  the  lime-ihey  usually  become  appreciable  to  ordinary 
obseuers. 

Their  frequency  is  about  140  or  150  lo  the  minute ;  they 
have  been  said  to  be  faster  in  the  fenwie  than  in  the  male, 
but  this  is  unreliable  in  particular  cases. 

2.  Th<  uterine  souffle. — This  sound  is  synchronous  with 
the  mother's  pulse;  it  is  a  blowing  murmur  produced  in 
the  enlarged  arteries  of  the  uterus.  It  is  not  [icrulinr  lo 
pregnancy,  but  is  aKo  ijccasi'jnally  to  be  heard  over  \m^c 
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fibroid  tumours,  and  stiJl  more  rarely  over  some  ovarian 
tumours.  It  is  distinguished  from  a  mere  pressure  murmur 
by  the  fact  that  its  intensity  varies  in  a  sort  of  rhythmical 
manner,  graduaUy  attaining  a  maximiim,  and  then  diminish- 
ing so  that  the  sound  becomes  nearly  inaudible. 

3.  The  funk  or  umbilical  iouffe.—Thi^  is  produced  by 
pressure  on  the  umbilical  cord,  when  this  is  accidentally 
pressed  between  the  stethoscope  and  some  hajd  part, of  the 
fetus.  It  is  synchronous  with  the  ftetal  heart,  not  with 
the  mother's. 

It  is  only  to  be  heard  in  a  small  proportion  of  cases ;  and 
is  therefore  of  comparatively  little  importance. 

This  concludes  the  examination  of  the  abdomen. 

We  next  ask  the  patient  to  turn  on  her  left  side,  to  push 
the  hips  well  towards  the  edge  of  the  couch,  and  draw  up 
the  knees  on  the  abdomen — in  fact,  bending  herself  nearly 
double.  It  is  an  advantage  to  place  the  patient's  left  arm 
and  hand  behind  her.  This  allows  her  to  lie  more  on  her 
face  and  chest  than  would  otherwise  be  the  case. 

We  can  then  go  on  wilh  the  special  local  examination. 

II.  The  v^inal  examination. — Tlu  first  step  is  tin  in- 
tjiection  and  examination  of  th(  external  parts. — To  do  this 
properly,  the  fingers  of  each  hand  are  placed  at  the  sides  of 
the  vulva  and  the  labia  separated.    We  should  notice  :^ 

Thi  state  of  the  /lymen.—lts  shape.  Is  it  perfect  {i.e., 
untorn)  ?  or  torn  ?  or  is  it  only  represented  by  the  fleshy 
eminences,  about  the  size  of  split  peas,  in  the  situation 
where  the  hymen  ought  to  be  ?  These  fleshy  eminences — 
the  carunculffi  myrtiformes — being  what  remains  of  the 
hymen  after  the  damage  done  to  it  by  the  passage  of  a 
child's  head  at  or  near  term,  or  of  any  other  body  of  similar 
size,  e.g.,  a  fibroid  polypus,  through  the  orifice.  It  is  im- 
{lortant  to  distinguish  between  the  carunculx  myrtiformes 
fad  a  merely  torn  hymen. 
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The    canincuiK    myriiformes  are  separated    from 
another  by  intervals  in  which  no  trace  of  hymen  remains, 
intervals  of  ^  inch  or  more  wide  (Fig.  i,  B). 

Ill  the  eas(  of  a  iimpiy  torn  hyiiifn  the  fragments  are  only 
separated  from  one  another  by  Unear  tears,  no  actual  interval 
of  any  measurable  width  existing  between  the  fragments 
{Fig.  1,  A). 

The  hymen  may  be  torn  by  coitus,  vaginal  examination, 
use  of  a  vaginal  pipe  of  a  Higginson's  syringe,  and,  it  is  said, 


also  by  merely  stretching  the  It 
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l'\a,  1.— To  illustrate  the  difierenee  between  a  merely  torn  bymen,  A, 
and  the  caruncuta:  myrtiformes,  B.  In  A  the  hymen  has  been  loni  in 
pieces,  which  aie  only  separated  from  one  another  by  linear  intervals 
In  B  the  canincula:  myrtiformes  ore  seen,  which  represent  the  hymen 
after  the  passage  of  a  large  body,  the  size  of  the  ductal  bead  at  or  neur 
Icnn,  through 'Ibe  orifice  of  [he  vagina.  They  form  projections,,  which 
are  separated  from  one  another  by  wide  intervals,  o.  The  orifice  of 
the  urethra. 

Caruncula  myrtiformes  when  seen  are  evidence  either  that 
the  woman  has  had  a  child  at  or  near  full  term,  or  that  a 
large  body  {e.g.,  a  fibroid  polypus)  the  size  of  a  child's  head 
has  passed  the  vulva,  or  that  the  orifice  has  been  stretched 
to  a  degree  that  would  have  allowed  a  body  of  that  size  to 
pass  through  it.  Hence  the  importance  of  being  able  lo 
identify  them,  and  distinguish  them  from  a  simply  torn 
hymen,  From  the  latter  condition  we  learn  that  the  v 
has  not  had  a  child  at  or  near  full  term. 
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II  should  be  reiiienibered  that  an  intact  hymen  does  not 
exclude  the  possibihiy  of  pregnancy,  for  in  some  cases  the 
tissue  of  which  the  hymen  consists  is  elastic,  so  that  it 
Stretches  instead  of  tearing ;  and,  besides,  pregnancy  may 
without  penetration.  I  saw  a  typical  case  of  this 
years  ago  at  the  London  Hospital,  and  another,  pre- 
cisely similar,  recently,  sent  up  to  me  by  Dr.  Randall  of 
■Forest  Gate.  The  note  taken  of  the  former  was  as  follows : — 

A  young  ^ng!e  woman  was  brought  to  see  me  on  account  of  enlarge- 
enl  of  the  atjdoroen,  and  some  other  symptoms.  On  exnminiog  the 
abdomen,  it  was  easily  asccilained  that  ibe  patient  vina  six  months 
pregnant,  the  fallal  heart  being  clearly  heard.  On  insptctini;  the  vulva, 
the  hymen  was  found  perfect,  and  Ibc  oritice  bounded  by  [t  small.  My 
Impression  was  thai  a  dig;ital  examination  would  tear  it,  and  this  proved 
be  the  case.  Examination  with  one  finger  in  the  usual  way,  and  with 
no  unosual  force,  caused  a  deep  tear  of  the  hymen  posteriorly,  which 
bled  freely.  A  liltic  perchioride  of  iron  and  glycerine  (1-4)  was  applied 
to  the  laceration,  and  quickly  arrested  the  bleeding. 

Here,  then,  was  a  case  where  the  patient  had  become 
pregnant  without  having  allowed  penetration. 

TAe  (olour  of  the  mucous  membrane  of  the  vutoa  should 
be  noted. — It  may  be  redder  than  normal,  angry -looking,  and 
secreting  pus;  such  is  the  case  in  vulvitis,  the  local  affection 

\r  excdlence  met  with  in  young  children. 

The  mucous  membrane  may  be  pale ;  this  is  its  normal 
Condition  in  old  women ;  frequently  in  these  cases  there  are 
patches  of  dark  red  on  the  general  pale  surface. 

The  orifice  of  lice  ure/lira.—li  of  normal  size,  and  free 
from  abnormal  growths — warty  growths^ vascular  caruncles, 
and  the  like.  If  pus  is  seen  in  the  orifice,  pressure  should 
be  made  with  the  finger  in  the  vagina  along  the  course  of 
the  urethra  downwards,  to  see  if  any  more  pus  can  be 

essed  out  of  the  meatus. 

4.  The  presence  of  any  abnormal  swelUng  or  groaith,  e._ 

ig  as  large'as  a  walnut  or  largd  in  the  posterior  ha^A 
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of  a  labium  majus,  feeling  elastic,  is  often  met  with,  this 
being  a  cyst  formed  from  the  occlusion  of  the  orifice  of  the 
duct  of  Bartholin's  gland  "on  that  side,  and  a  gradual  dilata- 
tion of  the  duct  in  consequence  till  it  attains  the  size  and 
position  mentioned. 

5-  Swellings  or  tumours  may  appear  in  the  vulva  and  be 
seen  on  inspection,  that  have  arisen  elsewhere. — Such  are  pro- 
lapse of  the  vaginal  walls,  prolapse  of  th*e  uterus,  tumours  of. 
the  vagina,  and  uterine  polypi  protruding  out  of  the  vagina 
and  appearing  externally. 

6.  If  nothing  is  visible  beyond  the  ordinary  norma 
parts,  it  is  well  to  ask  the  patient  to  bear  down  or  strain 
Then  if  there  is  any  prolapse,  or  tendency  to  prolapse, 
of  the  vaginal  walls,  the  anterior,  or  the  posterior,  or  both, 
will  be  seen  to  descend,  and  perhaps  project  some  distance 
from  the  vagina.  Perhaps  even  the  vagina  may  be  com- 
pletely inverted,  and  fonn  a  lump  as  big  as  a  cocoa-nut 
outside  the  vulva,  the  surface  of  the  lump  showing  the 
external  os  uteri  at  one  point,  and  tlic  body  of  the  uterus 
being  clearly  felt  in  the  lump  posteriorly;  this  condition  is 
called  procidentia  uteri 

Sometimes  on  asking  the  patient  to  strain,  if  there  are 
certain  abnormal  conditions  of  the  urethra  or  bladder,  a 
little  urine  will  escape. 

Having  learned  ail  we  can  by  examination  of  the  vulva, 
we  now  pass  on  to  the 

Vaginal  examination  proper.— The  fore-finger  of  the 
right  hand  is  oiled  or  lubricated  (a  convenient  preparation 
for  this  purpose  is  glycerine  containing  i  part  of  corrosive 
sublimate  dissolved  in  looo  parts  of  glycerine),  and  passed 
along  the  perineum  forwards  over  the  anterior  edge  of 
the  perineum,  and  so  into  the  vagina.  A  small  point,  but 
one  worth  attending  to,  is  to  take  care  that  the  finger- 
nail is  trimnied  short,  and  does  not  project  over  theT  soft 
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end  of  the  finger ;  and  it  is  also  of  importance  to  pass 
the  finger  into  the  vagina  in  the  mariner  described,  so 
that  the  more  sensitive  parts  in  front  of  the  vaginal 
orifice  may  not  be  touched.  Any  unnecessary  pain, 
apart  from  any  consideration  for  the  patient,  renders  the 
examination  more  difficult,  and  less  likely  to  give  any 
useful  information. 

Points  for  special  attention   are: — i.  On  attempting  to 

^s  the  tinger  into  the  vagina,  it  may  be,  that  so  much 
pain  is  caused,  that  the  patient  extends  her  legs,  at  the 
same  time  pressing  the  buttocks  close  together,  so  that 
the  examination  has  to  be  given  up :  In  such  a  position 
nothing  whatever  can  be  made  out. 

This  is  likely  to  occur  when  there  is  acute,  or  even  sub- 
acute, inflammation  of  the  mucous  membrane  of  the  vulva 
or  vagina — vulvitis  or  vaginitis :  in  cases  also  of  urethral 
caruncle  and  labial  abscess.  Apart  from  such  causes,  it  is 
likely  to  be  met  with  in  nuUiparous  women  of  emotional  tem- 
perament In  such  cases  the  patient  must  be  completely 
anxsthetised  before  a  satisfactory  examination  can  be  made. 
T/ie  condition  of  the  vagina. — Whether  it  embraces  the 
finger  closely,  or  is  lax  and  capacious. 

Its  length .-  the  canal  is  noubly  shortened  in  old  age. 

Presena  or  absence  of  the  vaginal  ruga:. 

Tenderness  on  pressure  in  any  particular  direction,  e.g., 
pressure  on  the  anterior  vaginal  wall  causes  pain  in  acute 
and  subacute  cystitis,  while  pressure  in  any  other  direction 
causes  no  pain  in  such  cases. 

Presence  of  foreign  bodies,  e.g.,  forgotten  pessaries,  pieces 
1^  sponge,  etc. 

Abnormal  growths. — For  instance,  tumours  growing  from 
the  vaginal  walls  ;  or  from  the  uterus — fibroid  polypi — or 
malignant  growths — occupying  the  vagina. 

The  tempt ralii re  of  the  vagina. 
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Il.iving  noted  the  state  of  the  vagina,  we  pass  on  lo 
examine  the  uterus. 

Altcnlion  is  first  lo  be  directed  to  the  vaginal  portion  of 
the  arrvix  — that  part  of  the  cervix  projecting  into  the  upper 
part  of  the  vagina. 

We  attend  to  :~ 

^i)  TAe  direction  in  which  the  external  os  itteri  is  pointing, 
forwards  or  backwards.  Normally  it  looks  backwards  and 
(lownwBfda. 

(II)  iVhetker  the  cervix  is  in  the  centre  of  the  pelvis,  or  to 
nnv  Hide. 

fill)  The  length  of  the  vaginal  cervix — normally  nbout 
(mc-third  of  an  inch — its  shaft,  long  and  markedly  conical 
Un  iMtancc,  or  short  and  cylindrical.  Sometimes  th,e 
vadln*!  portion  of  the  cervix  is  hypertrophied,  and  may 
ffVUn  ««(cnd  to  the  vaginal  orifice.  This  latter  condition 
|«  H  tffnj(cnilal  peculiarity. 

(IV)  7'/lf  thupe  of  the  external  as  and  its  size. — Whethei^ 
fill  Ifitlinif «,  It  is  a  little  round,  or  transverse,  aperture  soios 
||iHH*^*lt<i>'nlhi  of  an  inch  across,  as  in  nullipane,  the  ei 
Hf  II  fn»  ffrn  irrcKUlarities ;  or  a  wide  aperture,  half 
hrth  I"  ""'"'  'w^'''""''  ^'^^  irregular  edges  admitting  the  tip 
h(  th«  (l»)l<"r  ""  '"  """"cn  who  have  had  children.  '^'^— 
ImmmUHIIm  I"  '''"  *""l'ic  of  the  external  os  are  due  to  the 
dtaklt  l(W«'"""*  '''"'  occur  in  every  first  labour.    In  old 


I  rl  I"  oflcn  on  a  level  with  the  roof  of  the 
...iliV  (if  the  cervix ;  the  cervix  does  not 

>.i{{ina  at  all. 
r  iliL'VRgirul  portion  should  be  felt  aU^ 
.i,|.  (Kigcr,  Marling  from  the  external  os ; 
III'  ullnbtly  granular  feeling  of  an  erosion 
.iiiiliOrnl  limit  l^ing  a  slightly  raised 
„|>  \\\\>  nurfiici;  is   felt   lo  lie  perfectly 


r.IMANUAL   EXAMINATION.  IQ 

Little  shotty  lumps  may  be  sometimes  felt  on  the  surface 
of  the  vaginal  portion,  or  when  the  os  is  patulous  often 
some  way  within  the  cervical  canal. 

Such  little  prominences  may  be  due  either  to  early  malig- 
nant disease,  or  to  occlusion  of  the  apertures  of  gland-ducts  ; 
these  then  becoming  distended  by  thdr  retained  secretion. 

In  this  last  case,  if  the  prominence  be  punctured  with 
a  needle  through  a  speculum,  the  lump  will  disappear, 
Retention  cysts  of  this  kind  are  called  ovula  Nabothi. 

(vi)  We  also  note  whether  the  cervix  has  been  lacerated 
deeply  on  one  or  both  aides.  When  there  is  a  deep 
laceration,  say  on  the  left  side,  it  wiU  be  found  that  the 
finger  passes  from  the  cervical  canal  (thus  laterally  laid 
open)  to  the  vagina  on  the  same  side  without  anything 
intervening  between  the  two;  whereas  on  the  opposite 
(right)  side,  the  finger  starting  from  the  cervical  canal  has 
first  to  traverse  the  right  half  of  the  vaginal  portion  of  the 
cervix  before  coming  to  the  vaginal  wall. 

The  bimantial  ezomiaation. — This  can  be  made 
equally  well  whether  the  patient  lie  on  the  left  side,  or  on 
the  back.  It  is  merely  a  question  of  practice.  The  posi- 
tion on  the  side  is  far  less  unpleasant  to  the  patient,  and 
should  therefore  be  generally  adopted. 

To  perform  it,  the  left  hand  is  laid  on  the  hypogastric 
region,  and  is  pressed  down  into  the  pelvis  as  low  as  the 
state  of  the  abdominal  walls  will  allow.  .  The  hand  should 
be  so  placed  that  the  ulnar  border  from  the  first  lies  more 
deeply  than  the  radial.  Every  endeavour  should  be  made, 
as  previously  directed,  to  get  the  patient  to  relax  the 
abdominal  muscles.  The  left  hand  thus  pressed  down  is 
kept  quite  passive  while  the  finger  of  the  right  hand  in  the 
vagina,  placed  on  the  external  os,  tilts  the  cervix  uptt'ards ; 
this  of  course  imparts  at  the  same  time  an  upward  impulse 
to  the  body  and  fundus  of  the  uterus,  so  that  the  palmar 
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aspect  of  the  left  hand  pressed  down  in  the  way  described 
receives,  an  impulse,  and  so  becomes  informed  of  the 
whereabouts  of  the  fundus  uteri. 

This  being  known,  if  the  uterus  is  in  its  normal  position, 
its  body  can  be  grasped  between  the  fingers  of  the  outside 
hand,  and  the  finger  in  the  vagina,  the  latter  now  being 
carried  in  front  of  the  vaginal  portion  of  the  cervix 
(Fig.  .). 

If  the  bladder  is  full,  even  apart  from  any  abnormal 
condition,  the  body  of  the  uterus  cannot  be  felt  bimaniuilly. 


y. 


Fig.  s.— The  Bimanual  Examination  (Schroeder), 


The  body  of  ihu  uterus  u  leen  grasped  between  the  fingers  of  the  left 
hand  pressing  down  in  ihe  hypugistrium,  and  the  fore-finger  of  the 
tight  hmd  in  the  vagina.     Nole  that  Ihe  bladder  is  emply. 

If  we  are  unable  to  feel  the  body  of  the  uterus,  a  catheter 
should  always  be  passed.  After  emptying  the  bladder,  we 
are  often  able  to  feel  the"  uterus  bimanually  in  cases  where 
we  had  previously  failed  to  do  so. 

Even  if  Ihe  bladder  is  empty,  we  cannot,  as  a  rule,  feel 
the  body  of  the  uterus  bimanually  if  the  uterus  be  retro- 
flexed,  or  strongly  retrovcrted.     If  the  sbdotnina]  walls  are 
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thin  and  very  lax,  we  may,  however,  feel  the  bodyoflhe 
uterus  bimanually,  even  when  retroflexed  or  retroverted. 

The  mobility  of  the  uterus  will  have  been  estimated  when 
the  finger  in  the  vagina  made  the  upward  tilting  movement 
on  the  vaginal  cervix. 

The  normal  range  of  mobility  is  about  i^  inches  in  the 
upward  direction ;  the  uterus  may  be  absolutely  immovable, 
or  less  movable  than  normal,  or  freely  movable. 

At  the  same  time,  a  fair  estimate  may  be  made  of  the 
weight  of  the  uterus,  whether  heavier  than  normal,  or  not. 

It  is  of  great  importance,  during  the  bimanual  examina- 
tion, to  be  able  to  form  an  estimate  of  the  size  of  the  uUrns 
{particularly  with  a  view  to  the  diagnosis  of  early  pregnanes, 
also  to  ascertain  whether  its  surface  is  smooth,  or  the  seaQf 
irregular  projections  (as  in  the  case  of  sub-peritoneal  fibrpW 
tumours).  qj 

Supposing  the  body  of  the  uterus  cannot  be  felt  bimajjj- 
ally,  even  when  the  bladder  is  empty,  the  internal  fiiSr 
should  explore  the  region  behind  the  cervix-  Normsliy, 
when  the  rectum  is  empty,  no  lump  should  be  felt  in  Bi|s 
situation.  If  we  feel  a  lump  there,  it  may  be  one  of  mS8y 
things,  e.g.,  it  may  be  the  body  of  a  retroflexed  uteruJ^t 
may  be  a  hematocele,  or  a  distended  Fallopian  tube,  orfryi 
enlarged  and  prolapsed  ovary.  The  passing  of  the  sound 
will  settle  wiiether  the  lump  is  the  body  of  the  uterus  or  not. 

The  finger  having  felt  in  front  of  the  vagina!  portion  and 
behind  it — explored  the  regions  called  the  anterior  and  pos- 
terior vaginal /[frwi'iT J— now  goes  on  to  examine  the  spaces 
at  the  sides  of  the  cervix — the  lateral  fornices ;  and  both 
without  and  with  the.  aid  of  the  bimanual  method,  note  is 
taken  of  any  masses  to  be  felt  in  these  regions.  For  in- 
stance, in  parametritis  (pelvic  cellulitis)  of  one  side,  a  lump 
is  felt  on  that  side  of  the  cervix. 

For  the  purposes  of  description   it    is    usual   to   divide 
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the  pelvis  into  quarters,  and  to  speak  of  a  lump 
felt  in  the  right,  or  left,  posterior  quarter  of  the  pelvis, 
as  the  case  may  be.  The  boundaries,  for  instance,  of  the 
right  posterior  quarter  of  the  pelvis  are : — the  right  broad 
ligament,  the  right  utero-sacral  ligament,  and  externally,  the 
pelvic  wall. 

On  withdrawing  the  finger  from  the  vagina,  it  should  be 
noticed  whether  there  is  any  blood  on  it,  or  not.  If  there 
was  no  blood  in  the  vagina  to  begin  with,  the  occurrence  of 
bleeding  after  gentle  examination  is  suggestive  of  mahgnant 
disease. 

To  complete  the  examination  we  may  use.  the  speatlumA 
and,  if  specially  indicated,  Uu  uleriru  sound. 


Fig.  3.— Febgusson's  Spbculuk. 


The  two  forms  of  speculum  in  common  use  are  Fergus*] 
_  son's  tubular  sjKculum,  and  Sims's  duckbill  speculum 
m  f  ergusson's  is  the  one  which  will  be  found  most  generally] 

eftii. 

's  speculum,  on  the  other  hand,  is  essential  for  operaJ 
n  the  vagina  and  cervix.     It  has  the  advantage  thatj 
n  touch  the  cervix  while  the  speculum  is  in  position. 
r  specula  that  are  occasionally  useful  are  BarnesW 
Crtscent  speculum,  and  Cusco's  bivalve  speculum. 

Dirtitiimi  f<fr  passing  Fergusson's  speculum. — Care  should 
teukctt  to  choose  a  sise  suitable  to  the  capacity  of  Ihe^ 
u  already  determined  by  the  finger. 
K  t>n«-{m^u  of  the  left  hand  is  passed  a  short  way  into 
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the  vagina,  and  retracts  the  perineum  ;  at  the  same  lime  the 
middle  finger  of  the  left  hand  draws  the  right  labium  to  the 
right.  The  speculum  is  held  in  the  right  hand,  and  its  end, 
previously  oiled  (not  dipped  in  oil),  is  insinuated  into  the 
oriGce  of  the  vagina.  Special  care  should  be  taken  not  to 
tuck  in  any  of  the  palrls,  e.g.,  the  nympha;,  or  hairs.     It  is 
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then   pushed  on,  upwards,  but  with  a  strong  inclination 
backwards,  till  it  is  completely  passed. 

Then,  looking  up  the  lube,  we  see  if  the  vaginal  por- 
tion of  the  cervix  is  in  view  as  it  should  be.  If  not,  the 
speculum  is  turned  round,  or  passed  up  a  little  further. 


Fig.  5, — Reliaclot  used  willi  Sims's  Speciilum  for  prcsiiiig  forwanls 
the  aolcrior  vaginal  wall,  while  Ihe  speculum  presses  back  the  posterior 
Vajpnat  wall  and  perineum.  An  nssistiuit  al  tbc  same  limeshoulJ  draw 
the  paLienl's  right  buttock  upwards. 


If  the  cervix  i: 


itill  r 


view,  the  speculum  should  be 


thdrawn  a  little  way,  and  again  passed  up, 
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The  sptciiliim  tHables  us  to  sec: — i.  The  condition  of  th 
vaginal  mucous  membrane— redder  than  normal,  and  if  so 
whether  the  redness  is  uniformly  distributed,  or  confined  to 
certain  parts  of  the  vagina,  e.^.,  the  lower  part  or  the 
upper  part  of  the  vagina,  or,  as  in  other  cases,  to  the 
summits  of  the  ridges  of  the  mucous  membrane,  the  inti 
vals  between  the  ridges  being  pale — or  again,  whether  the 
whole  mucous  membrane  is  spotted  over  with  red  spots, 
the  intervals  between  the  spots  being  pale,  as  in  "  spotty 
v^initis. 


Fig.  6.— Barnes's  Crescent  Speculum. 


One  bUile  U  lirjl  introduced,  nnd  Ibcn  the   other,  so  that,  lAxa  It 
positjonj  the  blades  lie  as  in  the  fi^re. 


J,  Prtstrue  of  ulcerations  in  the  mucous  mcmhrane.- 
may  be  syphilitic,  or  produced,  as  is  often  seen,  by  the  i 
of  hard  pessaries.    Sometimes  we  cannot  assign  any  cam 
item. 

,   j-jt  ttmnct  and  character  of  various  Jisc/uirges  it 
jnrina.— tAaelyi  ^  '^  natural,  a  little   whitish    fluid  jud 
t»fibiw3,\  w  moisten  the  surface  ;    or  a  copious  w'   ■  " 
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and  either  white,  or  yellow,  according  to  the  intensity  of  the 
inflammation.  Often  a  red,  raw-looking,  slightly  granular, 
or  even  villous  area  is  seen  of  varying  width  immediately 
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T/iird.— The  bimanual  examination,  by  enabling  us  to 
estimate  the  size  of  the  uterus,  will  put  us  on  our  guard 
as  to  early  pregnancy. 

There  are  many  patterns  of  uterine  sound.  Simpson's 
is,  on  the  whole,  the  one  to  be  preferred.  It  is  certainly 
as  good  as  any,  and  better  than  most. 

Directions   for  passing  the  uterine  BOtind The 

fore-finger  of  the  right  hand  being  on  the  externa!  os,  the 
sound,  warmed  and  dipped  in  some  antiseptic  lubricant, 
is  passed  with  its  concavity  looking  backwards  along  the 
palmar  aspect  of  the  finger,  keeping  the  point  of  the  sound 
especially  in  close  contact  with  the  finger,  till  it  reaches 
the  external  os.  It  is  then  gently  slipped  into  the  os  j  it 
will  find  its  way  easily  as  far  as  the  internal  os. 

Here  a  slight  check  is  usually  met  with.  If  the  previous 
examination  has  shown  the  body  of  the  uterus  to  be  in  its 
normal  position  of  slight  anteflexion,  the  direction  in  which 
the  concavity  of  the  sound  looks  will  have  to  be  changed, 
so  that  it  may  look  forwards ;  then  steady  gentle  pressure 
will  cause  it  to  pass  into  the  body  of  the  uterus. 

If,  however,  the  uterus  be  retroverted,  or  retrollexed,  there 
will  be  no  necessity  for  altering  the  direction  in  which  the 
concavity  of  the  sound  looks.  It  will  only  be  necessary  to 
carry  the  handle  of  the  sound  somewhat  forwards  towards 
the  pubes  as  it  passes  into  the  uterus,  its  concavity  looking 
backwards  as  at  first. 

It  is  very  important  to  thoroughly  understand  the 
manceuvrc  for  changing  the  direction  in  which  the  concavity 
of  the  sound  looks. 

The  student  should  take  a  sound  and  follow  the  direc- 
tions to  be  given,  looking  at  Fig.  1 1. 

Place  the  sound  flat  on  the  table  in  the  position  a,  b,  c 
Now  hold  the  points  n  and  ^  closely  against  the  table,  so 
that  the  part  of  the  sound  a  b  cannot  be  displaced  laterally. 
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there  b  any  obviously  offensive  or  morbid  matter  in  the 
vagina. 

There   are  three  safeguards   against  passing  the  sound 
into  a  pregnant  uterus. 


Fig.  la — To  illHsliate  Ihe  mode  of  [lassing  the  Bound  described  in 
detail  in  the  lexl  (Hut  and  B:icboui). 

First. — II  is  always  well  to  ask  when  the  patient  men- 
|,i«truated  last. 

Second. — The  examination  of  the  abdomen  will  prevent 
^^  risk  of  passing  the  sound  in  advanced  pregnancy. 
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Third. — The  bimanual  examination,  by  enabling  us  lo 
estimate  the  size  of  the  uterus,  will  put  US  on  our  guard 
as  to  early  pregnancy. 

There  are  many  patterns  of  uterine  sound.  Simpson's 
is,  on  the  whqle,  the  one  to  be  preferred.  It  is  certainly 
as  good  as  any,  and  better  than  most. 

Directions  for  passing  the  uterine  sound — ^The 
fore-finger  of  the  right  hand  being  on  the  external  os,  the 
sound,  warmed  and  dipped  in  some  antiseptic  lubricant, 
is  passed  with  its  concavity  looking  backwards  along  the 
palmar  aspect  of  the  finger,  keeping  the  point  of  the  sound 
especially  in  close  contact  with  the  finger,  till  it  reaches 
the  external  os.  It  is  then  gently  slipped  into  the  os ;  it 
will  find  its  way  easily  as  far  as  the  internal  os, 

Here  a  slight  check  is  usually  met  with.  If  the  previous 
examination  has  shown  the  body  of  the  uterus  to  be  in  its 
normal  position  of  slight  anteflexion,  the  direction  in  which 
the  concavity  of  the  sound  looks  will  have  to  be  changed, 
so  that  it  may  look  forwards ;  then  steady  gende  pressure 
will  cause  it  to  pass  into  the  body  of  the  uterus. 

If,  however,  the  uterus  be  retroverted,  or  retroflexed,  there 
will  be  no  necessity  for  altering  the  direction  in  which  the 
concavity  of  the  sound  looks.  It  will  only  be  necessary  to 
carry  the  handle  of  the  sound  somewhat  forwards  towards 
the  pubes  as  it  passes  into  the  uterus,  its  concavity  looking 
backwards  as  at  first. 

It  is  very  important  to  thoroughly  understand  the 
manoeuvre  for  changing  the  direction  in  which  the  concavity 
of  the  sound  looks. 

The  student  should  take  a  sound  and  follow  the  direc- 
tions to  be  given,  looking  at  Fig.  1 1. 

Place  the  sound  flat  on  the  table  in  the  position  a,  b,  c. 
Now  hold  the  points  a  and  b  closely  against  the  table,  so 
that  the  part  of  the  sound  a  h  cannot  be  displaced  laterally. 
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Now  lake  hold  of  the  handle  c  with  the  other  hand. 

Raise  it  off  the  table,  and  bring  it  down  again  to  the 
position  d.  It  will  be  found  that  the  handle  r  passes 
through  a  semicircle  to  the  position  i,  without  causing  any 
displacement  of  the  part  nb,  which  merely  rotates  on  its 
own  axis.  This  altering  of  the  direction  in  which  the  con- 
cavity of  the  sound  looks,  without  displacement  of  the 
terminal  part  a  /',  is  called  the  "  four  de  mattre." 


When  we  consider  that  there  is  often  septic  matter  in 
the  vagina,  it  is  obvious  that  if  we  pass  the  sound  in  the 
manner  described  in  the  last  paragraph,  there  is  con- 
siderable danger  of  carrying  some  of  it  into  the  cavity  of 
the  uterus  mth  the  sound.  If  this  is  done,  pelvic  inflam- 
mation will  probably  he  set  up,  and  may  even  end  fatally. 
This  is  one  reason  for  restricting  the  use  of  the  sound  to 
cases  where  it  is  absolutely  necessary  for  either  diagnosis 
or  treatment — a  relatively  small  number. 

In  every  case  where  the  sound  is  about  to  be  used,  it 
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should  be  made  scrupulously  clean,  and  dipped  into  an 
efficient  antiseptic  solution,  such  as  i-iooo  corrosive  sub- 
limate lotion. 

Rectal  examination — Sometimes  it  is  an  advantage  to 
examine  with  the  finger  in  the  rectum.  In  this  way  we 
notice  : — 

1.  Whether  the  rectum  itself  is  diseased,  e.g.,  stricture  ;  or, 
as  in  a  case  I  remember,  impaction  of  a  large  gall-stone  in 
the  rectum. 

2.  It  is  ascertained  for  certain  whether  masses  felt  to  the 
left  and  behind  are  fjecal,  or  due  to  some  pathological  con- 
dition of  the  pelvic  organs,  e.g.,  distinction  between  txfxs 
and  an  inflamed  left  ovary. 

3.  In  young  girls  and  unmarried  women,  where  some 
examination  is  called  for,  examination  should  be  made  per 
rectum  first ;  the  condition  of  the  pelvic  organs  can  thus  be 
ascertained  without  rupturing  the  hymen. 

For  example,  an  unmarried  girl,  about  iS,  waa  brought  (o  me  on 
Account  of  a  more  or  !eu  cansluit  rti  diKhirge  from  the  vagina.  Od 
examinalion  per  rectum,  I  felt  a.  mucous  polypus  the  size  oF  an  almond 
hanging  from  the  os  uleri.  As  the  only  efTecIual  treatment  woalJ  be 
removal  o(  Ihc  polypus,  a  vaginal  cxnminaiion  was  then  made,  con- 
firming the  result  already  obtained.  Of  course  if  nothing  abnormal  had 
been  found  on  rectal  examination,  no  voginal  examination  would  have 

The  catheter. — The  frequent  necessity  of  passing  the 
catheter  in  the  course  of  a  physical  examination  of  the 
pelvic  organs  Ii.ts  been  already  alluded  to. 

Indeed,  provided  that  he  has  a  catheter  to  ensure  the 
bladder  being  empty,  the  experienced  gynecologist  can  as 
a  rule  obtain  all  the  information  he  requires  by  the  digital 
nnd  bimanual  methods  of  examination  alone.  To  put  it 
anolher  way,  the  catheter  is  a  more  indispensable  instru- 
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mem  than  the  speculum,  and  a  far  more  indispensable  one 
than  the  uterine  sound. 

Moreover,  after  many  operations,  e.g.,  ovariotomy,  opera- 
tions for  ruptured  perineum,  supra-vaginal  amputation  of 
the  cervix,  etc.,  the  catheter  has  to  be  passed  two  or  three 
times  in  the  twenty-four  hours. 

It  is  therefore  Important  to  remember  that  cystitis  is  very 
apt  to  be  set  up  by  its  use,  unless  special  care  is  taken. 

Precautions  to  be  obstrot'd  in  using  Ihe  catheter. — I.  If 
there  is  any  discharge  about  the  external  parts,  the  orifice 
of  the  urethra  must  be  wiped  with  a  pledget  of  cotton-wool 
soaked  in  i-iooo  perchloride  lotion  to  avoid  carrying  some 
of  the  discharge  into  the  bladder. 


2.  The  kind  of  catheter  used  is  an  important  point.  It 
is  impossible  to  feel  sure  that  the  ordinary  catheter  with  the 
eye  at  the  side,  and  a  space  beyond  the  eye,  is  clean,  for  it 
may  be  taken  as  certain  that  dirt  will  accumulate  in  the 
part  beyond  the  eye.  It  is  best  to  employ  a  male  celluloid 
catheter  having  an  eye  at  the  %\A^,  but  the  part  of  the  catheter 
beyond  the  eye  solid  {Fig,  12). 

3.  Before  use  the  catheter  should  be  dipped  in  corrosive 
sublimate  lotion  (i-iooo),  then  in  a  solution  of  perchloride 
of  mercury  in  glycerine  (1-1000);  atier  use  it  should  be 
immediately  washed  by  passing  a  stream  of  water  through, 
if  possible  by  holding  it  under,  a  tap.  Then  it  should  be 
dipped  once  more  in  sublimate  lotion,  and  again  washed 
with  water ;  il  may  then  be  allowed  to  dry.  Celluloid 
catheters  will  stand  boiling  for  a  period  not  exceeding  five 
minutes.     This  is  the  best  way  to  sterilise  them  after  use,' 


DISEASES  OF  WOMEN. 


On  dilatation  of  the  cervix. — There  are  two  tnetho< 

of  dilating  the  cervix  : — i.  The  rapid  method  by  means  of 
Hegar's  dilators.  2.  The  gradual  (slow)  method  by  means 
of  tents. 

The  choice  between  them  depends  on  the  kind  of  case 
in  which  dilatation  is  to  be  employed. 

The  rapid  method  is  especially  preferable  where  dila- 
tation is  required  at  no  long  time  after  a  confinement  or 
miscarriage ;  and  it  is  also  far  the  best  method  when 
dilatation  of  the  cervix  is  undertaken  during  pregnancy,  for 
the  purpose  of  removing  the  ovum,  cither  on  account  of  its 
degeneration  into  a  mole,  or  on  account  of  some  other 
pathological  condition. 

In  the  class  of  cases  referred  to  the  cervix  is  soft,  and 
dilates  readily  to  the  extent  necessary  to  allow  the  finger 
to  pass  the  internal  os  uteri.  Apart  from  pregnancy,  the 
cervix  is  often  similarly  soft  and  dilatable  in  some  cases  of 
uterine  fibroids. 

On  the  other  hand,  when  the  cervix  is  not  soft,  rapid 
dilatation,  to  the  extent  needed  to  allow  the  finger  to  pass 
into  the  uterus,  is  almost  certain  to  be  attended  by  more  or 
less  laceration  of  the  cervix ;  in  fact,  in  such  cases  rapid 
dilatation  means  laceration.  As  a  general  rule,  therefore, 
when  dilatation  is  required  for  exploration,  if  the  patient  is 
not  pregnant,  or  if  she  has  never  been  pregnant,  or  if  some 
long  period  has  elapsed  since  the  last  pregnancy,  or  in  any 
case  where  the  cervix  feels  rigid,  the  rapid  method  should 
not  be  employed.  In  such  cases  the  best  plan  is  to  use 
one  or  more  specially  prepared  laminaria  tents.  For  ex- 
ample, say  these  are  passed  at  five  o'clock  on  one  afternoon  ; 
then  the  next  afternoon  at  two  o'clock  we  can  remove  the 
tents,  and  perhaps  find  sufficient  dilatation  has  been  pro- 
duced to  allow  the  finger  to  pass ;  but  if  this  is  not  quite 
the  case,  the  cervix  has  been  softened  and  rendered  easily 
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dilatalile  by  the  action  of  the  tents,  and  we  can  readily 
complete  the  dilatation  with  Hegat's  dilators  without  any 
risk  of  laceration.    The  laminaria  tents  I  am  in  the  habit  ■ 
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Dilatation  by  means  of  tents,  unless  the  most  caret 

antiseptic   precautions   are    observed,   is   not    unci 
followed  by  more  or  less  severe  altacks  of  pelvic  inflj 


niation,  peri-  or  parametritis,  and  several  deaths  from  their 
use  have  been  recorded.  There  is  especially  great  risk  in 
Inserting  a  second  lent  or  series  of  tents  when  sufficient 
dilatation  hai  not  been  produced  by  those  inscTtc«l  at  first. 
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I.  Riipid  diltiiiUinn  of  ike  (Tro/lv.— Hegar's  dilators  pre 
the  instruments  most  commonly  employed  for  rapid  dilata- 
tion. They  are  slightly  curved,  ebonite  cylinders,  about 
three  inches  and  a  half  long,  the  distal  end  forming  a  blunt 
cone,  and  the  proximal  being  fitted  with  a  handle.  There 
are  twenty-six  sizes  usflally  supplied,  the  transverse  diameter 
varying  from  one-twelfth  of  an  inch  to  one  inch  (see  Fig.  1 3). 
The  method  of  using  them  is  as  follows  ; — The  patient  is 
put  in  the  lithotomy  position,  and  the  vagina  thoroughly 
syringed  with  some  efficient  antiseptic,  such  as  i-iooo  cor- 
rosive sublimate  solution.  Sims's  speculum  is  introduced, 
and  the  anterior  lip  of  the  cervix  seized  with  a  volsella,  pre- 
ferably one  having  a  catch  at  the  handles,  like  Spencer 
Wells's  forceps  (Fig,  14).  The  direction  of  the  uterine 
cavity  is  then  ascertained  with  an  ordinary  sound.  The 
dilators  should  have  been  previously  placed,  in  numerical 
order,  in  a  shallow  porcelain  tray,  and  covered  with  i-iooa 
perchloride  lotion.  One  of  the  dilators  corresponding  to 
the  supposed  calibre  of  the  cervical  canal  is  then  dipped  in 
sublimate  glycerine  (i-iooo),  and  passed  through  the  cervix, 
which  is  held  steady  by  the  volsella  in  the  left  hand.  If  the 
dilator  used  only  passes  with  difficulty,  it  is  held  in  position 
a  minute  or  two  before  withdrawing  it.  It  is  important  to 
have  the  next  larger  size  ready  to  pass  at  once  after  with- 
drawing each  dilator.  In  this  way  the  dilators  are  passed, 
one  after-  the  other,  till  the  cervix  is  sufficiently  open  to 
admit  the  finger.  This  degree  of  dilatation  is  usually 
obtained  after  No.  19  of  the  series  has  passed.  If  any 
morbid  condition  is  discovered  in  the  cavity  of  the  body  of 
the  uterus,  this  is  treated  by  suitable  means.  Polypi,  for 
instance,   or  pieces  of  placenta  can  be  removed. •     If  a 

"  !  once  removed  a  piece  of  sponge  from  the  cavity  of  the  ixxly  of 
the  otetns,  A  sponge  tent  liad  been  used  some  weeks  lieforc  by  some 
one  else;  afterwards  the  paiieot  had  a  profuse,  punilenl,  nnd  somewhat 


36 


DISEASES   OF   WOMEN. 


growth  of  doubtful  character  is  discovered,  a  small  portion 
may  be  removed  for  microscopical  examination.  Whether 
anything  abnormal  has  been  found  in  the  interior  of  the 
Uterus  or  not,  it  is  of  great  importance  to  apply  pure  tincture 
of  iodine  to  the  endometrium,  and  afterwards  wash  out  the 
uterus  with  hot  iodine  water  (5ij.  Tr.  iodi  to  the  pint  of 
water).  For  washing  out  the  uterus  nothing  answers  better 
than  the  double -channelled  tube  shown  in  Fig.  15.  No 
matter  how  tightly  the  tube  may  be  grasped  by  die  uterus, 


V 


n' 


Fio.  15-- 


Tho  indiii-nibber  lube  of  an  ordinary  Hiapnson'a  ajringe  fils  on  A, 
Tlie  horse-ihoe  shape  of  the  tube  on  transverse  section  at  any  part 
.  |{)  {,  shown.  The  fluid  injected  at  A  passes  between  llie  walls  of 
ih  lulw  M  »>  C.  This  fluid,  after  escaping  from  the  hoics  al  the  distal 
nJ  rclurni  along  the  groove  D,  which  runs  on  the  under  surfiice  of  the 
Jul«  for  II-  "hole  hnglh. 

.  j.  jj  iijjcclcd  readily  escapes  along  the  deep  groove  on 
Icr  Hurfat^c.  These  tubes  are  made  of  celluloid,  or 
u  "  Those  1  "^^  '"  gynascological  work  are  made  of 
**"■  p  wnahing  out  the  uterus  after  delivery  I  also  use 
P'*'  .  ^  [fip  same  pattern.  The  tubes  made  "•■  '■""■■ 
yj;^  be  elcctually  cleaned. 
1  dilated  the  =er»ix 


cellu- 
'I'he  objection  to  the 


«nlh  llcgor's  dilators,  nni 
n  inch  long  by  J  ol  a) 
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glass  tube  that  it  is  easily  broken  can  be  met  by  having  a 
plain  wooden  box  made  to  carry  the  tube  when  not  in  use. 
Subsequently  the  patient  should   have  antiseptic  vaginal 


Flo.   16,— UTBBINK  TENTd. 

a.  Sponge,     b.  Laminaria.     c.  Tupelo. 

I  douches  ihree  times  a  day  for  a  few  days;  iodine  water  {jij. 
I  Tr.  iodi— Oj.  water)  is  the  antiseptic  I  usually  employ  for 
Ltbts  purpose.     If  the  dilatation  is  performed  soon  after  a 
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miscarriage,  or  soon  after  labour,  no  anresihelic  i 
but  in  other  cases  it  is  necessary. 


„//». 


cin'ix  I'y  lints. — Tents  arc  made  c 


,,  fUMlM  "'  ;.         I,.),  o,  luiKlo,  ,  kind  of  wood. 
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expanding  as  they  do  so,  exercise  a  dilating  force  t 
part  into  which  they  have  previously  been  tightly  fitted. 


If  dilatation  by  tents  has  been  decided  on,  it  is,  to  begin 
with,  essential  that  the  patient  should  r 
only  during  the  dilatation,  but  for  some  days  afterwards. 


DI-^iEASES   OF   WOMEN. 

vaginal  douche  of  corrosive  sublimate  .solution  i-tooo  is 
given.  The  cervix  is  now  exposed  ivith  Sims's  speculum, 
and,  if  necessary,  steadied  with  a  tenaculum.  The  ttnt, 
previously  anointed  with  sublimate  glycerine  i-iooo,  is  held 


Fig.  19.— Expansion  of  a  Tutelo  Tent  (Munde). 
The  Inrgcr  ligiire  shuws  the   lent   after  ex)iaiision.     The  coruslrictkal 
indieales  where  it  has  been  in  conlncl  wjih  the  internal  a 

with  a  pair  of  uterine  forceps  (Fig.  17),  or  better  with  a  long] 
sponge-holder  having  a  catch  at  the  handle  (Fig.  t8),  andJ 
passed  into  the  cervix  so  that  its  highest  point  may  be  well  | 
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beyond  the  internal  os.  If  tlierc  is  room  for  more  than 
one  tent,  another  is  inserted  by  the  side  of  the  first,  and  so 
on.  It  is  best  to  insert  a  plug  of  iodoform  gauiie  into  the 
T^ina  to  keep  the  tents  in  place. 

Tents  are  left  in  about  twelve  hours.  When  tents 
specially  prepared,  as  mentioned  above  (p.  33),  are  used, 
and  every  other  antiseptic  precaution  adopted,  they  may  be 
left  in  twenty  to  twenty-four  hours  without  any  ill  effect. 
When  the  gauze  is  removed,  an  antiseptic  douche  should 
be  given  before  removing  the  tents.  After  removal  of  the 
tent,  or  tents,  the  finger  is  at  once  passed  into  the  cavity  of 
the  body  of  the  uterus ;  the  recognition  and  treatment  of 
any  morbid  condition  discovered  is  conducted  as  described 
on  p.  35  under  rapid  dilatation,  not  omitting  the  final 
washing  out  of  the  uterus  through  the  intra-uterine  tube 
(Fig.  15)  with  an  antiseptic  lotion. 

Formerly,  when  the  necessity  for  strict  asepsis  was  not 
understood,  dilatation  often  caused  great  pain.  This  is 
practically  unknown  nowadays,  when  tents  are  used  as 
described  above.  At  most  the  patient  may  experience  a 
little  discomfort. 

Another  way  of  inserting  a  tent  is  to  fit  it  on  a  special 
introducer — the  tent  is  perforated  nearly  to  its  upper  end 
to  allow  of  its  being  carried  on  the  introducer  (Fig.  20). 
This  method  is  rarely  adopted  now. 

Sterilisation  of  inBtnuzientB  and  appliances.— In- 
struments should,  as  far  as  possible,  be  made  of  metal  or 
glass,  so  that  they  may  be  either  boiled  for  a  quarter  of 
an  hour,  or  subjected  to  dry  heat  at  150°  C.  in  a  hot-air 
bath  for  an  hour.  Boiling  is  the  more  generally  convenient 
plan.  The  water  should  contain  1  per  cent,  of  soda.  For 
Ose  in  hospital,  gas  is  generally  used  to  heat  the  steriliser 
■{{Fig.  ai)  ;  but  for  operations  in  private  a  portable  steriliser  is 
ijied,  in  which  the  water  is  boiled  by  means  of  a  spirit  lamp 
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Fig.  ao.— Barkbs's  Tent  Introducer. 
A  lent  is  seen  filled  on  the  end  ready  for  inlroduction.     When  the* 
tent  has  been  placed  in  position,  the  siykt  on  which  it  is  mouDtcd  is 
willidmwn  through  the  larger  tube,  which  is  held  ittady  till  the  ^lylet 
ii  quite  tree  frvm  Ihe  lent. 
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wilh  a  large  flame.  The  instruments  are  taken  direct  out  of 
ihe  steriliser,  and  placed  in  a  porcelain  tray  containing  cold 
carbolic  lotion-  Of  course  they  must  not  be  touched  unless 
the  hands  have  been  sterilised  as  completely  as  possible. 
A  satisfactory  plan  for  rendering  the  hands  aseptic  is  the 
following: — The  nails  must  lie  kept  short,  and  never  cleaned 
out  with  a  knife  or  other  pointed  instrument,  which  only 
causes   an  appearance  of  cleanliness.    The  nails,  hands. 


Portable  Stebilisek. 


and  forearms  are  to  be  thoroughly  scrubbed  with  soap  and 
hol  water  and  a  clean  nail-brush.  An  excess  of  tincture  of 
iodine  should  be  put  into  the  water  used  to  wash  the  hands. 
A  little  is  of  course  decolorised  by  the  soap,  but  it  is  easy 
to  have  an  excess  of  free  iodine.  At  least  five  minutes 
should  be  spent  on  scrubbing  the  hands  and  nails.  The 
hands  are  then  rinsed  in  plain  water  to  get  rid  of  all  the 
soap,  and  then  are  to  be  thoroughly  scrubbed  in  perchloride 
of  mercury  lotion  i-iooo.  Another  nail-brush,  never  used 
soa|i,   is   employed  for   scrubbing  in  the  perchloride. 
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The  hands  should  be  scrubbed  in  ihe  perchloride  lotion  fijT 
aL  least  two  minutes.  After  taking  the  hands  out  of  the 
perchloride  lotion  they  are  ready  for  work,  and  must  not  be 
dried,  or  allowed  to  touch  anything  that  is  not  aseptic. 

Hegar's  dilators  cannot  tie  boiled,  but  after  they  have 
been  thoroughly  scrubbed  with  soap  and  water  they  are 
rinsed  in  plain  water  to  get  rid  of  the  soap,  and  then  placed 
in  a  tray  containing  sublimate  lotion  i-iooo. 

All  instruments  must  be  thoroughly  scrubbed  with  soap 
and  water  after  use  before  being  sterilised. 

Silk  and  fishing  gut  should  be  boiled  for  an  hour,  and,  if 
it  is  intended  to  keep  them  in  stock,  they  should  be  placed  in 
absolute  alcohol  conLiining  perchloride  of  mercury  i-iooo. 
They  must  be  placed  in  carbolic  lotion  i-ao  for  some  hours 
before  use  to  get  rid  of  the  alcohol. 

Catgut  cannot  be  boiled,  as  water  spoils  it,  but  it  may 
be  sterilised  by  dry  heat  at  150°.  1  do  not  use  catgut  in 
abdominal  operations.  For  ordinary  vagina!  work,  such  as 
operations  for  ruptured  perineum,  etc.,  I  find  a  practically 
satisfactory  condition  of  asepsis  is  obtained  by  keeping  the 
catgut,  after  it  has  been  freed  from  fat  with  ether,  in  a 
solution  of  subhmate  in  absolute  alcohol  i-iooo,  and  using 
it  as  required  direct  from  the  alcohohc  solution. 

Sponges  cannot  be  boiled,  but  they  may  be  sterilised  by 
dry  heat  as  above  described  without  injury,  if  they  are  dried 
firsL 

I  prefer  using  artificial  sponges  made  of  Gamgee  tissue, 
These  can  be  boiled.  New  ones  can  be  made  each  time, 
as  the  material  is  so  cheap.  For  abdominal  work,  pieces  of 
Gamgee  tissue  are  cut  out  of  suitable  size,  and  the  layers  of 
netting  are  sewn  together  round  the  margin  to  prevent  pieces 
of  the  wool  getting  loose.  I  have  used  such  artificial  sponge*^ 
for  some  time,  and  find  them  very  satisfactory. 
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Kormal  type.^In  this  country  menstruation  usually 
first  ap[>ears  between  tlie  ages  of  fifteen  and  sixteen. 
It  is  not  very  rare  for  it  to  appear  as  early  as  ten,  or  to 
be  delayed  as  late  as  twenty.  In  hot  countries  it  appears 
a  little  earlier,  and  in  cold  countries  a  little  later,  than  in 
temperate  climates. 

Menstruation  generally  ceases  between  forty-five  and 
fifty. 

When  menstfuation  has  become  thoroughly  established, 
t  recurs  every  four  weeks,  i.e.,  from  the  beginning  of  one 
period  to  the  b^inning  of  the  next  is  four  weeks ; 
sometimes  it  occurs  every  three  weeks  without  there 
being  any  abnormality. 

Both  at  the  time  of  the  establishment  of  the  function, 
and  for  some  time  before  its  cessation,  some  irregularity 
BS  to  periodicity  is  commonly  observed.  For  insUince, 
after  the  first  menstruation  the  girl  often  "sees  nothing" 
le  months  before  it  reappears,  and  there  may  be 
a  similar  interval  before  it  recurs  a  third  time ;  finally 
she  becomes  "  regular "  every  four  weeks.  This  is 
ftltc^ether  within  physiological  limits. 

Each  period  lasts  from  three  days  to  a  week.  The 
quantity  of  blood  lost  each  time  is  about  three  ounces. 
Normally  there  are  no  clots  passed.  If  the  discharge 
ia  only  moderate  in  amount,  clotting  is  prevented  by  the 
inixiag  of  the  acid  vaginal  secretion  with  the  blood.     If 

:  quantity  lost  is  much  greater  than  normal,  or  if  the 


\ 


The  blood  discharged  during  menstruation  comes  from 
ihe  body  of  the  uterus,  the  mucous  membrane  of  which 
undergoes  fatty  degeneration,  and  becomes  disintegrated, 
with  rupture  of  iu  capillaries,  and  consequent  escape  of 
btood. 

After  menstruation  is  over,  a  new  mucous  membrane 
begins  to  be  developed,  starting  from  the  internal  os, 
and  gradually  the  whole  of  the  cavity  of  the  body  of  the 
uterus  is  once  more  lined  by  a  mucous  membrane.  This 
attains  its  greatest  thickness  just  before  the  next  menstrual 
.'•'period;  if  pregnancy  does  not  occur,  it,  in  its  turn, 
^  undergoes   the    degeneration    and   disintegration    already 

described. 
"'  Ovulation,  i.e.,  the  maturation  of  a  Graafian  follicle 
and  discharge  of  its  ovum  into  the  Fallopian  tube,  is,  as 
a  general  rule,  associated  with  menstruation.  "  It  is  at 
y  present  uncertain  whether  the  follicle  ruptures  before, 
during,  or  after  the  menstrual  flow. 

Except  tonally  : — I.  Ovulation  may  oecur  without  menstma- 
.  Hon,  as  when  pregnancy  occurs  in  women  who  have  never 
■  '    menstruated,  or  who  become  pregnant  during  suckling. 

2.  Menstruation  may  occur  without  /he  maturation  and 
rupture  of  a  Graafian  follicle,  i.e.,  ovulation,  for  in  some 
cases  where  death  has  occurred  during,  or  soon  after,  a 
menstrual  period,  no  Graafian  follicle,  either  about  to 
rupture,  or  recently  ruptured,  has  been  found. 

At  the  time  of  menstruation  there  is  congestion  of  the 
s  and  uterus,  and  there  is  increased  secretion  from 
the  glands  of  the  cervical  canal.     This"  increased  secretion 
is  the  only  part  taken  by  the  cervix  in  menstruation,     The_ 
breasts  may  swell,  and  Iwcome  painful. 

General  phtnomttm  ol'scrved  in  connection  with  mensint 
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tion. — {a)  There  is  increased  vascular  tension  for  some 
flays  before  the  period,  which  falls  during,  and  after  iL 

{b)  The  temperature  is  a  little  raised  (about  half  a 
degree)  for  some  days  before  the  flow,  similarly  falling 
!^ajn  during,  and  after  it. 

(c)  Some  feeling  of  fulness  in  the  pelvis,  perhaps  slight 
backache,  and  some  sense  of  fatigue,  are  usually  met  with, 
even  in  healthy  subjects. 

ABNORMALtTtES  OF   MENSTRUATION, 

Menstruation  may  never  appear,   or  having  appeared, 
may  become  suppressed.     If  it  has   never  appeared,  wc  / 
call  the  condition  Primary  Amcnorrhaa  ;  if  it  has  appeared  , 
and  subsequently  become  suppressed,  we  call  it  Secondary  ' 
Amtnorrhaa.  •  I 

Again,  menstruation  may  be  attended  with  pain,  and  we  ! 
have  the  condition  called  Dysmenorrhea.  '. 

Lastly,  either  the  quantity  of  blood  lost  at  each  period   1 
may  be  excessive,  or  menstruation  may  recur  at  too  short    ! 
intervals ;  in   either   case    we   have  the  condition   termed 
Menorrhagia. 

Amenorrhcee — It  has  already  been  mentioned  that 
menstruation  begins  in  most  cases  l>etween  fifteen  and 
Bixteen,  but  that  it  tnay  be  delayed  as  late  as  twenty 
without  there  being  necessarily  anything  wrong.  At  the 
same  time  it  is  to  be  remembered  that  the  longer  its  first 
appearance  is  delayed  beyond  the  usual  lime,  the  greater 
is  the  prolmbility  of  there  being  some  constitutional  or 
local  disease  present. 


Apparent  A.menorrhcea. 


Menstruation  may  s 
function   is  1 


to  be  absent  where,  in  reality, 

regularly  performed  every  i 
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IS  of  course  palbognomonic,  but  in  most  cases  of  vesicular 
mole  ihere  is  only  a  red  discharge  without  any  of  the  cysts 
'lit.  Another  point  to  which  attention  must  be  paid  is, 
■iwl  the  uterus  is  generally  larger  than  would  conespond 
lo  the  supposed  month  of  pregnancy.  I  have  seen,  how- 
ever, gne  well-maiked  exception  in  this  respect. 

Apart  from  the  occurrence  of  bleeding  and  the  presence 
of  characteristic  cysts,  however,  in  any  particular  case  where 
the  siiie  of  the  uterus  on  examination  is  greater  than  corre- 
sponds to  the  supposed  period  of  pregnancy,  it  is  much 
more  likely  that  the  patient  is  "out  in  her  count,"  than  that 
she  has  a  vesicular  mole. 

Cases  of  hydatidifomi  mole  may  be  divided  into  two 
classes  :  (i)  Where  the  case  first  comes  under  observation 
at  a  time  when  the  diagnosis  has  yet  to  be  made,  where 
we  can  only  have  a  strong  suspicion  as  to  the  nature  of  the 
condition  present;  and  (j)  where  the  case  is  first  seen 
when  the  os  uteri  is  well  dilated,  and  the  mole  is  in  process 
of  being  discharged.  In  such  cases  the  diagnosis  is  of 
course  obvious,  and  the  treatment,  if  any  is  needed, 
merely  consists  in  facililaling  the  expulsion  of  the  mass. 
It  is  in  the  first  group  of  cases  that  difficulty  arises, 
and  to  arrive  at  a  probable  diagnosis  requires  a  careful 
consideration  of  the  history  and  physical  signs  present. 
The  history  is  usually  somewhat  as  follows : — In  the  first 
instance,  the  patient  missed  one  or  more  periods,  and  in 
consequence  believed  herself  to  be  pregnant ;  but  this 
interval  of  amenorrhcea  has  been  followed  by  irregular 
licmoirhagic  discharges,  If  she  is  observant,  she  may 
have  noticed  a  rapid  increase  in  the  size  of  her  al)donien. 
Usually  this  is  all  the  history.  No  doubt  it  may  happen 
that  the  characteristic  cysts  may  be  found  in  the  vaginal 
large,  and  if  this  is  so  (and  we  see  the  cysts  ourselves) 
is  an  end  of  the  ditihculty.     But  much  more  frequently 


AMENORRIICEA.  49 

and  particularly  the  peculiar  form  of  anseniia  called  chlorosis; 
from  ovtnvork,  especially  overwork  indoors  (as  in  ihe  case 
of  domestic  servants,  shop-girls,  etc.) ;  that  it  follows  severe 
illnesses,  and  various  organic  diseases,  especially  phthisis. 

In  all  these  instances  failure  of  the  general  health  is  the 
cause  of  the  amenonhcea. 

3.  Sometimes,  on  the  other  Jtand,  deficient  ovarian  activity, 
with  which  is  associated  amenorrhea,  seems  to  he  the  cause 
<^  the  failure  of  Ihe  general  health,  and  resulting  anismia 
or  chlorosis. — Here  the  fault  lies  with  the  ovaries,  which 
perform  their  functions  sluggishly.  The  close  connection 
between  the  functional  activity  of  the  ovaries  and  menstrua- 
tion, is  seen  from  the  fact  that  girls  whose  ovaries  have 
been  removed  before  the  age  of  puberty  never  menstruate 
at  all ;  and  that  women  from  whom  both  ovaries  are 
removed,  as  a  rale  cease  to  menstruate. 

If  the  changes  in  the  whole  body,  which  occur  at  the  age 
of  puberty,  are  to  be  accomplished  without  injury  to  the 
general  health,  the  demand  made  on  the  strength  by  the 
rapid  development  in  progress  must  be  met  by  a  corre- 
sponding activity  in  the  processes  of  nutrition. 

It  is  generally  agreed  that  the  proi>er  action  of  the  ovaries 
gives  an  important  impetus  to  nutrition  at  this  juncture ; 
if  this  impetus  is  not  supplied,  owing  to  sluggishness  of  the 
ovaries,  nutrition  is  not  sufficiently  active,  the  strength  is 
unequal  to  the  demands  made  on  it,  the  health  fails,  and 
chlorosis  supervenes. 

Sometimes  when  there  is  deficient  ovarian  activity  and 
also  amenorrhcea,  there  may  be  a  condition  of  plethora, 
and  this  may  after  a  time  be  replaced  by  chlorosis. 

3.  There  is  an  irregular  group  of  cases  where  we  cannot 
it  certain  what  the  cause  of  tlu  amenorrhea  is. 

Thus  amenorrhcea  sometimes  follows : — A  change  in  the 
mode  of  living,  particularly  change  of  air  from  the  country 
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»c«(i;  or  some  disappointm 


Occasionally  it  may  be  impossible  lo  assign  any  satisb 
tory  reason  for  amenorrhoea,  as  in  the  following  case  :- 

On  May  igtb  I  btteaded  a.  lady  m  her  third  confinement,  which  was 
in  every  way  perfectly  normal.  She  suckled  the  baby  till  August  1st, 
ood  then  weaned  it.  She  did  not  "see  anything"  while  niusinB,  but 
she  was  surprised,  and  somewhat  alanned,  to  fiiid  th»l  n 


didw 


.  reappeai 


after  the  child  w 


weaned.     Her  general  heajtb  vi 


quite  good,  except  for  some  feeling  of  blood  lo  Ihe  head  and  Hushing. 
September,  October,  and  November  passed  by  without  mcnstrnation 
hiving  occurred,  and  she  came  to  sec  me  on  December  3rd  with  a  view 
10  ascertain  whether  she  was  pr^nint.  On  eJcaminalion  I  found  that 
(he  uterus  was  not  enk^ed.  On  December  I7ih  I  heard  from  her  that 
niensln*«tion  had  at  last  reappeared.  The  only  possible  explanation  of 
ihc  (fflcnorrhoca  was  that  she  was  slaying  in  the  countiy  most  of  the 
liBie ;  b"'-  '"'  '^^  "titer  hand,  this  appeaiis  to  have  been  her  usual 
custc^  during  that  part  of  the.  year.  Mei5traation  in  this  case  was 
nither  late  in  slartioE ;  il  began  between  mteen  and  seventeen,  but  she 
^  not  i«"y  "^^' ''''  ^""^  ""^  twenty-one. 

/'n'mury  amenorrhu:a  inuy  be  due  to  congenital  defects  oj 
fX,  ]rn<raf'Vt  organs.     Such  as  the  following  :— 

■ ,  I'tierc  may  be  no  uterus,  or  only  a  rudimentary  uterus, 

""        '"-.a  may  be  absent  or  rudimentary,  the  uterus 


i>^ 


Xbt  ovaries  i 
notn'ol- 


■  Pmtilc  condition  of  uterus  and  ovaries  may 


■      ^,,u8houtlire- 
v-^^  ■      M«n  *^^  '^^^^^  appendag. 


of  one  side  may  be 
^  _irfrf  tvndi'''^'"  (tf'ing,  or  .issixioled  with, 
"   .^^   ^^aMTt:    9°'"'''""^>  however,    there    v» 
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cially  when  ending  in  abscess.  The  amenorrhcea  is  parily, 
no  doubt,  due  to  the  depression  of  the  general  heaJth. 
Sometimes,  however,  there  is  menorrhagia  and  metrorrhagia 
in  cases  of  pelvic  Jnflammalion. 

(i-)  Exposure  to  cold  during  menstruation  is  very  apt  to' 
lead  to  pelvic  peritonitis  and  amenorrhcea ;  cold  may  stoj) 
the  flow,  even  if  it  does  not  set  up  pelvic  inflammation. 

{J)  Ovaritis. 

(i)  Superinvolution  of  the  uterus. 

6,  Lastly,  amenorrhea  is  pkysiohgictil  during  pregnanty, 
and  while  suckling.  When  a  healthy  looking  girl  com- 
plains of  amenorrhcea,  having  been  quite  rtguliir  up  to 
the  time  of  the  last  menstruation,  there  is  considerable 
probability  that  the  cause  of  the  amenorrhcea  may  be  a 
physiological  one. 

Treatment. — A.  In  cases  if  sudden  suppression  by  ex- 
posure to  cold  during,  or  just  before,  menstruation,  the 
patient  should  have  a  hot  hip  bath  with  mustard  in  ii, 
and  be  put  to  bed,  lying  between  the  blankets.  A  glass 
of  gin,  or  whisky  in  hot  water,  will  be  useful  as  a  dia- 
phoretic 

If  there  is  much  pain,  a  morphia  suppository  (gr.  {)  may 
be  ordered.  Sudden  suppression  of  menstruation  by  ex- 
posure lo  cold  is  very  likely  to  result  in  an  attack  of  pelvic 
peritonitis,  and  the  patient  should  be  kept  in  bed  for  some 
days  as  a  precaution,  even  if  no  symptoms  of  peritonitis 
arise. 

When  the  lime  comes  round  at  which  the  next  menstrua- 
tion should  appear,  the  patient  should  have  a  hot  mustard 
and  water  hip  bath  for  three  or  four  nights  running  before 
the  day  on  which  the  period  is  due ;  if  this  does  not  bring  it 
three  or  four  leeches  may  be  applied  round  the  anus,  or 
to  the  inaide  of  the  thighs. 

In  between  the  dates  when  the  [jeriods  art  due,  attention 


I 
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Mimlrva!  kiilery.—Ca.amavsi  appeared  at  fouilcen,  and  slie  lias 
been  regular  every  four  weeks ;  no  pain  at  the  time. 

Pnsmt  slalc.  August  1 3M.— Patient  is  slightly  ana:mic.  Tempemlure 
99°.  Pulse  9S,  small  and  weak.  A  centrally  sitoaled  swelling  is  felt 
in  ihc  abdomen,  rising  out  of  the  pelvis,  and  reaching  up  to  the  umbilicus. 
The  tumour  is  felt  to  harden,  and  again  to  become  softer,  alternately. 
A  loud  uterine  souffle  is  heard  over  the  (amour,  but  no  foetal  heart 

Vagina!  txaminatiim. — The  vaginal  mucous  membrane  is  oid^  slightly 
blue,  the  cervix  is  Soft,  and  the  os  not  patulous,  the  cervii  is  blue, 
there  is  no  blood  seen  about  the  os  to-day,  though  on  examination  on 
Augosl  nth  some  was  seen, 

*JKf»u/ z3jrf.— The  patient  has  had  a  red  discbw^  continuously  since 
the  date  of  the  last  note.    The  loss  is  more  abundant  at  night. 

She  has  felt  no  movement  in  the  tumour. 

No  fcetal  heart  sounds  lo  be  beard. 

The  tumour  (measured  with  the  tape)  reaches  a  height  of  6]  inches 
above  the  pubes. 

On  vaginal  examination  no  blood  is  found,  nor  is  the  os  patulous. 

Se^emitr  lit. — Daily  red  discharge  has  continued,  and  last  night  a 
good  deal  of  bkxxl  was  lost. 

Sifttmier  jrJ, — Discharge  has  continued  as  'before.  Patient  is  now 
decidedly  anemic.  The  tumour  (measured  with  the  tape)  now  rises 
8  ioches  above  the  pubes.     Nothing  but  a  lond  soufBe  to  be  heard 

'ait 

On  TBginal  examination  some  blood-stained  mucus  is  seen  in  the 


K  of  the  continuous  loss  of  blood,  which  bad  now  rendered 
the  patient  markedly  anemic,  it  was  decided  lo  dilate  the  cervix. 

Accordingly  chloroform  was  given,  and  I  dilated  the  cervix  with 

Hcgar's  dilators,  beginning  with  No.  13  and  continuing  up  (o  No.  28 

(the  tint  of  a  larger  series  specially  made  for  me).    As  soon  as  the 

finger  could  be  passed  in,  this  was  done ;  some  partially  decolorised 

clot  came  away,  and  some  portion  of  a  vesicclai  mole  as  the  finger 

E  withdtawn.     It  was  now  of  course  decided  to  completely  emply 

This  was  done  by  passing  two  fingers  of  the  right  hand 

a  the  uterus,  and  pres»ng  down  the  uterus  from  the  outside  with 

B  left  band.    Ovum  forceps  and  Ricamier's  curette  were  also  used 

:  mole  away.      The  whole  nuiss  in  a  graduated   glass 

i  30  ounces.     The  cavtly  of  the  uterus  was  washed  out  wilh 


TREATMENT  OF   AMENORRIIffiA.  53 

Jt     Ferri  Bulph,  Eisicc.  gr.  ij. 

Ext.  Aloes  Aq.,  gr.  i- 

M.  ft.  piL  j.,  ihrice  daily  after  menls. 

Or,  if  we  wish  to  give  the  liquor  ferri  perchlor.,  a  suitable 
combination  is : — 

^    Liq.  Fern  Perchlor.,  mix. 
Tr.  Sue  Vom.,  nv, 
Mag.  Sulph.,  3], 
Sp.  Chlor.,  -nv. 
Aq.  ad  Jj. 
Tbric«  daily  after  food. 

Occasionally,  where  iron  does  not  effect  our  purpose,  small 
doses  of  arsenic  are  useful,  such  as  one  or  two  drops  of  the 
liquor  arsenicalis,  three  times  a  day,  after  food.  Levico 
water,  which  contains  arsenic,  is  also  useful  in  the  same 
way.  The  prepared  black  oxide  of  manganese,  in  twenty- 
grain  doses,  is  also  highly  spoken  of.  The  cases,  however, 
where  iron  fails  are  not  many,  especially  after  preliminary 
treatment  with  saline  purgatives. 

C.  lVh(re  amenorrh<Ka  is  only  a  minor  symptom  in  the  course 
tif  grave  organic  disease,  such  as  phthisis,  it  of  course  requires 
no  special  treatment. 

D.  In  cases  where  there  is  no  constitutional  condition 
discoverable  to  account  for  the  amenorrhcea,  and  where  no 
local  morbid  condition,  other  than  that  the  uterus  is  smaller 
than  it  should  be,  can  be  detected,  it  has  been  recom- 
mended that  we  should  resort  to  local  treatment.  The 
local  treatment  referred  to  is  the  dilatation  of  the  cervical 
canal  by  a  series  of  bougies,  as  hereafter  described  under 
dysraenorrhcea,  or  the  introduction  of  a  stem  pessary  into 
the  uterus,  the  stem  being  formed  partly  of  zinc  and  partly 
of  copper — the  galvanic  intra-uterine  stem  pessary, 
easy  of  course  to  make  the  inner  surface   of  the  uterus 
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December  31st  (he  patieoL  was  put  under  the  inRueace  of  tlie  A.C.E. 
mixtuie,  and  1  dilaled  the  cervix  with  Hoar's  dilators  till  I  could  piiss 
my  Gnger  into  the  litems.  On  withdrawing  the  fiaget  a  fragment  of  a 
hydatidifonn  mole,  showing  the  characteristic  vesicles,  came  away  with 
it  The  diagnosis  heing  sellied,  I  proceeded  to  empty  the  uterus,  using 
my  fingers  and  from  time  to  time  the  ovum  forceps.  The  earlier  part 
of  the  opeiBlion  was  the  mure  diSicult,  Iwcattse,  owing  to  the  great  size 
of  the  uterus,  the  ovum  forceps  had  to  be  passed  in  deeply.  There 
were  two  or  three  sharp  attacks  of  hiemotrhage  at  this  time.  It  was 
checked  by  injecting  hot  iodine  water  into  the  uteras,  but  it  could  not, 
of  bourse,  be  completely  stopped  till  the  uterus  was  empty  and  able 
to  contract  down.  The  removal  of  the  mole  was  therefore  hastened 
as  much  as  possible,  the  uterus  ultimately  conlracling  well,  and  the 
haanorrhage  then  ceased.  1  carefiiUy  scraped  the  endometrium  with 
Ricamier's  curette,  and  once  more  washed  out  the  uterus  with  iodine  J 
water.  The  whole  operation  lasted  about  an  hour.  No  trace  of  a 
itclus  was  found;  the  cavity  of  the  uterus  contained  nothing  but  the  m 
mole.  I  have  since  heard  from  the  patient's  medical  attendant  that  she  , 
made  an  uuiniemipted  recovery.  r 

{N»te. — Not  veiy  long  afterwards  this  patient  became  pregnant  again,  i 
and  was  delivered  at  full  term  of  a  healthy  child.) 

I  may  add,  as  an  example  of  pregnancy  at  an  advanced  age,  - 
thai  I  saw  a  case  of  hydatidifotm  mole,  with  Dr.  F.  M.  Corner,  Q 
of  Poplar,  in  a  patient  who  was  in  her  fifty-third  year. 

u 

3.  The  blood-mole  and  fleshy  mole, — These  are  produced 
by  blood  finding  its  way  between  the  layers  of  the  mem- 
branes of  the  ovum — between  the  vera  and  reflexa,  or  the 
reflexa  and  chorion,  or  between  the  chorion  and  amnion. 
If  the  mole  is  expelled  while  the  blood-clot  is  comparatively 
fresh,  it  is  called  a  "blood-mole."  If  not  discharged  till  the 
blood-clot  has  become  tough,  and  partially  decolorised,  it  is 
called  a  "fleshy  mole." 

A  fleshy  mole  is  usually  the  size  and  shape  of  an  orange ; 
on  bisecting  it,  it  is  found  to  have  a  central  cavity  lined  by 
the  amnion ;  this  is  raised  up  into  irregular  projections  by  the 
clot  underneath.     The  fcetus  may  either  have  disappeared, 
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Bleeding. 

One  of  the  symptoms  most  commonly  met  with  in  organic 
disease  of  the  pelvic  organs  is  bleeding— using  the  term  to 
mean  bleeding  other  than  that  occurring  in  normal  men- 
struation. 

Excessive  loss  of  blood  at  the  menstrual  periods  is  known 
as  menorrhagia.  Bleeding  occurring  between  the  menstrual 
periods,   or   not   distinctly   associated   with    menstruation, 

known  as  metrorrhagia.  Clinically,  however,  these  dis- 
tinctions cannot  always  be  made;  practically  what  we 
must  lake  account  of  is,  whether  the  patient  is  losing  too 
much  blood — either  because  her  periods  recur  too  often, 
for  example,  every  fortnight,  or  because,  although  the 
periods  do  not  recur  too  often,  she  loses  an  excessive 
unt  each  time ;  further,  these  conditions  may  be  com- 
bined^the  patient  menstruating  too  often,  and  losing  too 
much  blood  on  each  occasion. 

Finally,  bleeding  may  occur  in  the  intervals  between  the 
periods. 


Classification  ( 


■  THE  Commoner  Causes  of 
Bleeding. 


I.  Bleeding  in  connection  with  pregnancy. 
Ahorlhn,  or  ;«/Vmrr-i>(,?f— threatened,  or  inevitable. 
ItKompkle  abortion,  or  miscarriage — portions  of  the  ovum 
being  retained,  and  causing  bleeding. 
Mitsed  abortion,  or  miscarriage. 


S6  DISEASES   OF   WOMEN, 

{NoU. — When  the  fcetus  dies  in  the  earlier,  or  middle,  4 
periods  of  pregnancy,  the  ovum  is  usually  expelled  at  no 
long  interval  after;  exceptionally  ihe  ovum  is  retained  in 
utero  for  a  considerable  time  a/Ur  the  death  of  the  fcetus, 
and  during  that  time  the  patient  is  in  a  state  of  "missed 
abortion "  or  "  miscarriage,"  according  to  the  period  to 
which  pregnancy  had  advanced  when  the  fcetus  died — 
abortion  being  the  term  used  to  denote  expulsion  of  the 
ovum  up  to  the  end  of  the  third  month — miscarriagt,  its 
expulsion  from  the  end  of  the  tliird  month  to  the  end  of  the 
seventh  lunar  month — the  twenty-eighth  week.) 

Subiitvolulion  of  the  tiiems.  ^| 

Placenta  pra^ia.  ^\ 

Accidental  hcemorrhage,  i.e.,  kamorrhage  from  the  detach- 
ment of  a  normally  situated  placenta. 

Fost-partum  hamorrhage.     Primary.     Secondary. 

Extra-uterine  pregnancy. 

Malignant  disease  of  the  cervix  complicating  pregnancy. 

Rupture  of  varicose  veins  of  the  vulva,  or  vagina,  during 
pregnancy.  | 

Molar  pregnancy.  ^H 

Placental  polypus.  ^ 

Pibrinous  polypus. 

II.  Bleeding  not  distinctly  connected  with  preg- 
nancy or  labour. — Common  causes  of  this  are  : — 

Malignant  disease  of  the  ccrvi.K  uteri. 

Fibroid  tumours  and  fibroid  polypi  of  Ihe  uterus. 

Mucous  polypi  of  Ihe  uterus. 

The  age  of  puberty,  and  of  Ihe  menopaust. 

Ovarian  tumours. 

Oiier-lactation. 

The  stimulus  of  recent  marriage  causing  congestion  of  the 
pelvic  organs. 

Pelvic  infiammalion,  in  some  auics. 
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ight  bleeding,  or  a  discharge  sometimes  blood-stained, 
may  be  due  to : — 

Foreign  bodies  in  the  vagina  (ill-fitting  pessaries,  hair-pins, 
pieces  of  sponge,  etc.). 

Prolapse  of  ulertis  (from  ulcers  of  the  inverted  vagina). 

Vasmlar  caninch  of  the  urethra. 

Less  common  causes  of  bleeding  are : — 

Malignant  disease  of  the  body  of  the  uterus. 

Malignant  disease  of  the  vagina,  or  of  the  external  parls. 

Diseases  sf  the  liver  and  henrl  causing  venous  congestion. 

Endometritis  of  the  body  of  the  uterus. 

Imxrsion  of  the  uterus. 

The  h/Fiiiorrhagie  diathesis. 

Laceration  of  the  hymen  at  the  first  coitus. 


I.  Bleeding  in  connection  with  Pregnancy. 

Clinically  one  of  the  most  important  facts  to  grasp  is, 
that  in  spite  of  menstruation  occurring  regularly,  or  rather 
in  spite  of  the  fact  that  the  patient  has  bleeding  recurring 
about  every  month,  which  she  takes  for  menstruation,  she 
may  nevertheless  be  pregnant — perhaps  as  much  as  fi\e  or 
six  months,  as  in  the  following  case  : — 

C.  P-,  age  37,  manieil  eighteen  years,  three  children,  the  last  nine 
I  jtai^  ago,  seven  miKurrioges,  ihe  UsI  a  yea.r  and  it  half  ago  at  the  end 
of  Ihe  third  month,  was  admilled  to  the  Lornlnn  Hospital,  complaining 
I  of  bleeding  for  the  last  six  weeks,  Every  day  of  the  last  six  weeks  she 
I  had  losl  something,  and  more  the  last  three  weeks  than  before.  Sic 
1  had  been  regular  uf  It  lit  eemmencemenl  ef  Ihe  bleeding,  which  began  * 

ic  of  her  periods.     On  euuaination,  a  uniform,  elastic  swelling  was 
1  foond  rising  out  of  the  pelvis,  and  reaching  up  to  the  umbilicus.    A 
Ic  could  Itc  heard  lo  the  right  of  the  tumour,  but  no  f«t»l  heart- 
is.    The  patient  did  not  think  she  was  pr^nant.     Vaginal  exami- 
^tion  found  the  cervix  suftenetl,  and  blood  escaping  from  the  eA  uleri. 


I 


imeet  piMcii  [nio  ike  Mov.  Se^^  imidu  p 
mitcral  OTv  Ac  anoow  ■wabwnr  of  the  uem^  ^afa^  «>  site  bom 
llMlofatplillwaaptallwlorbirachcnr.  Tbcr  ven  scnpcd  twaj 
M  ccmpleielf  ■!  poaiUe^  diielljt  wilh  ihe  6n6<*  "'^  '^'^  «rbiilk 
Bcid  ¥f(ii  applkd  to  the  inlCTiorof  Ibe  ulenuL  TIk  litlle  maise  removed 
lookcit  like  piecci  of  pUccnia  ihai  hail  rduiiol  tbeir  riulitf .  After  their 
reroovBl.  ihe  patient  meiwlinnieil  regularly,  and  nQt.eicessi»ely. 

Plaoenta  pnevin.— Blcttiinn  due   lo  placenu  prrevia 
usually  occurs  at  an  advanced  nefiod  of  pregrumcy,  when 
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the  fact  of  pregnancy  existing  is  unlikely  lo  be  overlooked. 
Exceptionally,  and  this  is  especially  Hkely  where  the  case 
is  one  of  central  placenta  praevia,  bleeding  occurs  com- 
paralively  early — as  in  the  following  case.  Here  the  patient 
•was  unaware  of  the  pregnancy. 

Mrs,  F.,  age  37,  miuiied  Ihirleen  years,  four  chiliiren,  the  last  five 
years  old,  no  miscarriages,  came  to  me  on  June  23rd,  1S8S,  with  Ihe 
following  hislory.  She  was  regular  till  the  first  week  in  January,  when 
her  last  proper  menslruil  period  ocairred. 

At  ihebf^nningof  February,  just  when  she  was  expecting  her  period, 
(he  caught  a  cold,  and  the  period  did  not  come  on ;  she  remaining  in 
bed,  on  and  off,  for  two  or  three  weeks.  Early  in  March  she  had  a 
hxmorrhage  lasting  five  weeks ;  after  that  she  was  a  month  free  from 
bleeding.  Then  it  came  on  again,  and  from  that  time  till  she  came  to 
me  Ihe. bleeding  eontltmed  more  or  less.  Since  February  she  had  alio 
niffered  from  attacks  of  pain  across  the  lower  part  of  the  abdomen.  On 
cxamirution  the  uleroswas  found  reaching  up  to  Ihe  umbilicus;  bleeding 
was  sliU  going  on  in  small  ijuantity.  The  patient  was  anxmic  ;  snd, 
having  rqprd  10  the  time  bleeding  had  been  in  pn^ress,  I  had  no 
hesilation  in  advising  her  to  have  the  cervix  diluted.  Under  an  anics- 
Ihetic  I  accordingly  dilated  the  cervix  with  Ilegar's  dilators.  As  soon 
.  I  conld  get  my  finger  in,  I  felt  the  placenta  over  the  os  ;  I  detached 
it  all  round,  raptured  the  membranes,  brought  a  leg  down,  and  com- 
pleted delivery  in  an  hour  and  twenty  minutes  from  Ihe  time  of 
commencing  to  dilate  the  cervix.  The  uteras  was  washed  out  after- 
wards with  iodine  water,  and  vaginal  douches  of  the  same  were  u>ied 
day  for  a  week  after.    The  patient  made  an   tminterrupleil 


I 


Extra-uterine  gestation Bleeding  in  connection  with 

1  extra-uterine  gestation  i^;  marked  rather  by  imgiilarily  than 
I  by  profuseness.  A  common  history  in  cases  of  tubal 
l.gestation  (the  commonest  variety  of  extra-uterine  gesta- 
■ton)  before  nipture  of  the  gestation  sac,  is  that  the  patient 
1  period,  or  goes  two  or  three  weeks  over  her  time, 

1  then  a  haemorrhage  comes  on,  dtiring  which  a  decidual 

It  of  the  uterine  cavity  may  iie  passed. 
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e.g.,  vascular  caruncle,  or  malignant  disease  of  the  external 
parts ;  others,  such  as  foreign  bodies  or  polypi  in  the 
ragina,  are  detected  at  once  by  the  examining  finger,  as 
also  is  malignant  disease  of  the  cervix  uteri,  if  at  all 
advanced. 

The  bimanual  exploration  of  the  regions  at  the  sides  of 
the  uterus  will  show  whether  small  ovarian  tumours,  or 
swellings  due  to  inflammation  of  the  uterine  appendages,  are 
present.  The  speculum  will  aid  in  setthng  whether  the 
bleeding  be  due  to  some  condition  of  the  vaginal  portion  of 
the  cervix — as,  for  instance,  malignant  disease  of  the  cervix 
in  an  early  stage,  and  affecting  the  region  round  the  os 
uteri.  If  neither  inspection  of  the  external  parts,  nor  the 
vaginal  examination,  nor  the  bimanual  examination,  discover 
any  sufficient  cause  for  the  bleeding,  it  will  remain  for  con- 
sideration whether  the  cause  is  some  condition  in  the  cavity 
of  the  uterus  itself;  this  can  only  be  positively  ascertained 
by  dilating  the  cervix,  and  exploring  the  cavity  of  the 
uterus  with  the  finger.  The  age  of  the  patient  should  also 
be  considered,  for  if  no  local  condition  to  account  for 
bleeding  has  been  discovered,  it  may  be  accounted  for  by 
the  approach  of  the  menopause. 

It  need  hardly  be  said  that  in  young,  unmarried  women, 
if  nothing  is  found  on  examination  of  the  abdomen,  me- 
dicinal treatment  should  be  fully  tried  before  making  any 
local  examination. 

Trefttment.— From  a  consideration  of  the  various 
causes  of  bleeding  that  have  been  enumerated,  it  will  be 
evident  that  the  treatment  will  depend  on  the  cause.  Here 
it  is  only  intended  to  mention  the  management  of  cases 
where,  so  far  as  can  be  ascertained,  there  is  no  local 
organic  disease,  and  where  consequently  no  special  local 
treatment  is  required.  The  raenorrhagia  of  puberty  and  of 
the  menopause  arc  examples  of  such  cases, 
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The  symptoms  it  causes  are : — 

Frequent  desire  to  pass  water,  and  pain  in  passing  il. 
(It  is  noticed  in  some  cases  that  the  pain  on  passing  water 
only  occurs  at  the  menstrual  periods — that  is,  at  a  time 
when  the  pelvic  viscera  are  specially  congested.) 

Pain  on  silting  down. 

Pain  on  connection  (dyspareunia). 

Sometimes  a  little  bleeding  from  the  surface  of  the 
caruncle. 

Occasionally  one  accidentally  discovers  a  caruncle  that 
has  not  caused  any  symptoms. 

Strucean\—A  vascular  caruncle  is  composed  of  capillaries, 
nerves,  and  a  small  quantity  of  connective  tissue. 

Treatment.— The  best  treatment  is  to  bum  it  away 
with  Paquelin's  cautery. 

Sometimes  these  growths  recur  after  removal.  They  are 
more  likely  to  do  so  after  removing  them  with  the  knife 
or  scissors  than  after  cauterisation. 

Labial  Abscess  and  Cysts  of  the  Pudendum. 

These  may  conveniently  be  considered  together.  The 
glands  of  Bartholin  are  two  in  number,  and  lie  one  on 
each  side  of  the  middle  line,  the  situation  of  each  being 
marked  by  taking  a  point  on  the  skin  surface  midway 
between  the  posterior  extremity  of  the  labium  majus. 
and  the  adjoining  tuber  ischii  (Matthews  Duncan).  The 
duct  is  rather  more  than  half  an  inch  long,  and  runs 
forwards  and  inwards  to  open  either  in  the  fossa  navi- 
cularis  (the  space  between  the  anterior  margin  of  the 
perineum  and  the  attachment  of  the  hymen),  or  rather 
further  forwards,  in  the  angle  made  by  the  attachment 
of  the  hymen  with  the  adjoining  part  of  the  vulva.  The 
abscess  met   with    in   the   pudendum   is    an 
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CHAPTER     IV. 


DVSMENORRHCEA, 


The  patient  complains  of  pain  occurring  in  association  with 
her  menstrual  periods.  The  pain  may  begin  a  few  days 
before  the  period,  or  reiay  only  occur  during  the  flow,  or 
even  only  occur  after  the  cessation  of  the  flow.  Usually  the 
pain  is  not  so  distinctly  limited  as  to  occur  only  before, 
during,  or  after  the  flow.  Enquiry  should  be  made  as  to 
when  the  pain  is  at  its  worst. 

It  would  be  incorrect  to  speak  of  every  pain  occurring 
at  the  menstrual  period  as  dysmenorrkcea.  The  pain  should 
be  contained  within  "the  genital  sphere,"  i.t.,  within  the 
regions  affected  by  a  well-marked  disease  of  the  pelvic 
organs,  such  as  cancer  (Champneys).  The  boundaries  of 
this  region  are,  above,  a  line  level  with  the  iliac  crests  in 
front  and  behind,  and  below,  the  level  of  the  knees. 

Cases  of  dysmenorrhcea  may  be  divided  into  three 
groups : — 

1.  Casii  where  a  careful  local  examination  discovers  no 
abnormality  whatever  in  the  uterus  or  its  appendages,  and 
where  also  there  is  no  gross  abnormality  in  the  process  of 
mtHttnation  itself,  such  as  the  passage  of  a  cast  of  the  uterus 
or  of  pieces  i?f  membrane.  (N.B. — Flexions  of  the  uterus  are 
not  counted  as  abnormalities.)    The  dysmenorrhcea  in  this 

^fXS}  o(  cues  is  known  as  spasmodic,  and  also  as  neuralgic 

ApomuKrhcea. 

\\t  CttiM  v)hm  some  abnormality  is  detected  on  physical 
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examination.     This  group  includes,  among  others,  the  cases 
known  as  inflammatoiy,  or  congestive,  dysmenoirhcea. 

Ill,  Cases  where  some  grass  abnormality  exists  in  the 
process  of  menstruation  .itself,  the  only  known  instance  of 
this  being  the  pass^e  of  a  membranous  cast  of  the  uterus, 
either  in  one  piece,  or  broken  up  into  several  pieces — 
memiranous  dysmenorrho:a. 

Diagnosis. — In  considering  into  which  group  we  must 
put  any  particular  case  of  dysmenorrhoea,  it  will  usually  be 
easy  to  decide  at  once  whether  it  belongs  to  Group  III.  or 
not — it  is  only  important  not  to  mistake  a  case  of  mem- 
branous dysmenorrhcea  for  an  early  abortion ;  the  difficulty 
irill  be  to  decide  whether  it  should  go  into  Group  I.  or 
Group  II. 

If  the  most  careful  physical  examination  can  detect  no 
abnormality,  the  case  must  be  classed  in  Group  I.  If,  on 
the  other  hand,  something  abnormal  is  discovered,  then  the 
case  goes  into  Group  II.  It  will  be  evident  that  we  cannot 
ever  be  certain  that  a  case  belongs  to  Group  I. ;  the  most 
we  can  afSrm  is  that  our  examination  discovers  nothing 
abnormal.  Physical  examination,  even  in  the  most  skilled 
hands,  is  far  from  enabling  us  to  discover  every  morbid 
condition  during  life  that  a  posl-mortun  examination  would 
detect.  "  Many  cases  have  now  been  recorded  where  abdo- 
minal section  showed  the  Fallopian  tubes  to  be  dilated  with 
pus  to  the  size  of  coils  of  small  intestine,  although  the  most 
careful  bimanual  had  failed  to  detect  their  presence  "  (Hart 
and  Barbour).  And  if  so  marked  a  degree  of  disease  can 
escape  detection  by  physical  examination,  we  may  be  sure 
that  morbid  conditions  of  a  less  extensive  character  are 
frequently  overlooked. 

Filmy  and  filamentous  adhesions,  the  remains  of  a  pre- 

■    vious  attack  of  pelvic  peritonitis,  are  especially  to  be  thought 

Htrfin  connection  with  this  point. 
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For  the  present  we  must  be  content  to  lake  it,  that  cases 
of  dysmenorrhcea  exist  apart  from  any  physical  abnormality, 
but  we  ought  to  regard  such  cases  with  suspicion,  remem- 
bering that  physical  abnormalities  qiay  be  present,  though 
we  cannot  discover  them. 

The  chief  abnormalities  alluded  to,  which  at  once  place 
the  case  in  Group  II,,  are  : — 

Imperfectly  developed  uterus. 

Inttrstitial  inflammation  of  the  uterus — metritis. 

Pelvic  inflammation  (pelvic  peritonitis  and  pelvic  cellu- 
litis), evidenced  by  feeling  the  mobility  of  the  uterus  im- 
paired, perhaps  so  much  so  that  the  uterus  is  completely 
fixed,  and  by  the  presence  of  lumps  in  various  parts  of  the 
pelvis ;  if  at  the  sides,  in  the  posterior  cjuarters  of  the  pelvis, 
such  lumps  are  often  really  made  up  of  distended  Fallopian 
tubes,  malted  by  adhesions  to  the  ovaries  and  adjoining 
parts.  (This  subject  will  be  considered  in  detail  under 
Pelvic  Inflammation,) 

Fibroid  tumours. 

Ovarian  tumours  in  some  cases. 

Retrofitxion,  or  retroversion,  with  incarceration  of  the 
body  of  the  uterus  in  Douglas's  pouch. 

Clinical  Features  of  Spasmodic  Dysmenorrhcea. 

Ckocp  I. — In  this  group  of  cases  the  dysmenorrhcea  is 
usually,  but  not  always,  primary,  i.e.,  it  dates  from  the 
establishment  of  the  function  of  menstruation.  The  paJn 
is  usually  paroxysmal,  and  referred  to  the  hypogastric 
region. 

As  a  rule,  the  pain  begins  a  few  hours  before  the  (low, 
and  continues  for  the  first  day  or  two  of  the  period.  The 
flow  then  usually  increases  in  quantity,  and  the  pain  dimi- 
nishes, or  ceases.     The  pain  is  at  its  worst  while  the  flow 
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scanty.  The  blood  may  contain  clots  or  shreds  of 
membrane.  As  time  goes  on  the  patient  usually  gets 
worse.  Marriage  tends  to  increase  her  trouble,  unless 
pregnancy  ensues ;  after  which  llie  dysmenorrhoa  is  often 
permanently  cured.  Many  patients  with  spasmodic  dys- 
menorrhaea  are,  however,  unfortunately  sterile.  Retching 
or  vomiting  often  occurs  at  the  periods  in  cases  of  spas- 
modic dysmenorrhcea. 

It  is  often  found  that  the  severity  of  the  symptoms — pain, 
retching,  vomiting,  etc — varies  greatly  at  different  menstrual 
periods.  Sometimes  one  or  two  periods  may  be  passed 
through  without  the  occurrence  of  any  symptoms.  This 
fact  should  be  remembered  when  estimating  the  efTects  of 
any  particular  treatment. 

In  many  cases  pain  similar  to  that  complained  of  at  the 
periods  may  be  produced  at  any  time  by  passing  the  sound, 
and  it  occurs  in  typical  cases  just  as  the  sound  passes  the 
internal  os  uteri.  The  pain  is,  however,  only  produced  if 
the  sound  used  is  large  enough  to  stretch  the  internal  os 
uteri. 

The  pain  in  spasmodic  dysmenorrhcea  is  certainly  due 
to  "colicky"  contractions  of  the  uterus.  This  kind  of 
dysmenorrhcea  is,  as  Dr.  Champneys  says,  "  essentially  a 
neurosis,  and  has  motor  phenomena  (colic),  and  vasomotor 
phenomena  (scanty  or  greatly  varying  flow)," 
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Group   II, — So   far  as  relates  to   the   cases  known   as 
coi^estive  or  inflammatory  dysmenorrhcea  the  affection  is 
not  primary,   but  dates  from   some  well-recognised  ante-   • 
cedent  of   pelvic  inftammation,   e.g.,   labour  or  abortion. 
The  pain  is  of  a  constant,  aching  character,  and  precedes 
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the  flow,  being  relieved  when  this  occurs,  and  especially 
is  this  so  when  the  loss  is  free.  The  pain  may  begin 
a  variable  time  before  the  period,  days  or  even  weeks, 
reaching  its  greatest  intensity  just  before  the  flow.  As 
to  the  causation  of  the  pain,  in  these  cases  it  should  be 
remembered  t — 

I.  That  uterine  contractions  take  place  during  the  process 
of  menstruation. 

3.  That  at  the  menstrual  period  there  is  an  afflux  of 
blood  to  the  reproductive  organs,  uterus  and  ovaries  par- 
ticularly, and  that  this  afflux  of  blood  causes  these  organs 
to  be  distinctly  increased  in  size  at  this  time. 

Coming  now  to  theory,  it  may  be  suggested  thai  any 
condition  which  will  prevent  the  uterus  and  ovaries  readily 
accommodating  this  increased  amount  of  blood  sent  to  them, 
and  any  condition  which  will  interfere  with  the  alterations, 
in  position  and  size,  that  the  uterus  undergoes  during  its 
contractions,  will  afl"ord  an  intelligible  explanation  of  the 

To  take  an  example,  if  there  is  interstitial  inflammation 
f  the  uterus  (metritis),  it  may  be  taken  that  the  excess  of 
Wood  endeavouring  to  find  its  way  into  the  vessels  of  the 
rus  at  the  menstrual  period,  will  be  less  readily  accom- 
"^!?ied  than  if  the  tissues  of  the  uterus  were  healthy. 
"  .  ^np  H«ue  being  in  a  stale  of  disease  cannot  easily 
The  utenne 


tissue  being  in  a  slate  of  disease  cannot  easily 
■    the  increase  of  size  and  change  of  shape  needed 
f*™  Hate  the  excess  of  blood  coming  to  it  at  the 

to  a«oramoaa^    ^_^^^  ^.^^^  ^^  ^^^  ^  ^^^^.^.^   .^  ^^^ 

menstrual  p  ^jfTerent  from  the  theory,  modified  from 

ceinedi  i^  "^"^  ^  ^ ,  |,y  j^^t  and  Barbour,  viz.,  that  the  pain 

?ntsC^P^l*'''|*"gf  a  diseased  tj^^ue  ^^h  blood.     But 

^iiwlDtheftus  1  °j^|y  regard  interstitial  changes  in 

\tei.tol«»""  ...jstance  to  the  afflux  of  blood,  and 
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outside  the  uterus,  and  affecting  the  ovaries  and  Fallopian 
tubes,  also  offer  resistance  lo  the  afflux  of  blood,  and  take 
their  share  in  producing  pain.  More  particularly,  adhesions 
between  the  uterus  and  adjoining  parts,  or  between  the 
ovaries  and  the  Fallopian  tubes,  require  to  be  mentioned  as 
■  causes  acting  in  this  direction.  For  the  sake  of  argument 
take  an  extreme  case,  where  there  are  dense  adhesions,  not 
only  between  the  peritonea]  coat  of  the  uterus,  the  ovaries, 
and  Fallopian  tubes,  but  also  running  on  to  the  walls  of 
the  pelvic  cavity,  matting  the  organs  firmly  together,  and 
binding  them  also  to  the  pelvic  walls. 

Im^ne  now  that  the  vessels  of  the  uterus  and  ovariea 
are  suddenly  called  upon  to  accommodate  a  much  larger 
quantity  of  blood  than  they  have  previously  held.  In  order 
to  do  so  the  uterus  and  ovaries  must  swell  up,  so  as  to 
be  obviously  larger  than  before,  and  in  doing  so  they  will 
necessarily  undergo  some  alteration  in  position,  but  the 
adhesions  mentioned  will  prevent  the  changes  taking  place 
as  they  should  do.  The  resistance  offered  to  these  changes 
of  size  and  position,  that  the  uterus  and  ovaries  naturally 
ought  to  undergo  at  the  menstrual  period,  may  account  for 
the  pain. 

Adhesions  will  also  interfere  with  the  contractions  of  the 
uterus  that  occur  at  the  menstrual  period,  and  some  of  the 
pain  will  be  due  to  this  interference.  Similarly  it  is  pro- 
bable that  interstitial  inflammation  of  the  uterus  or  ovarici 
by  offering  resistance  to  the  menstrual  afflux  of  blood  will 
cause  pain. 

We  may  then  state  this  theory  in  general  tcrma  u 
follows : — 

Any  condition,  either  in  the  tissues  themselves  of  the  uterus 

or  ovaries,  or  external  to  them,  which  renders  thtsi  organs 

.    trts  a6le  to  undergo  the  changes  of  size,  shape,  and  position, 

[   ntassary  to  accommodate  the  increased  Supply  of  blood  coming 
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to  Ihem  at  the  menstrual  periods,  will  he  a  cause  of  dysmenor- 
rkxa,  as  also  will  he  any  condition  impeding  the  contractions 
of  the  uterus  that  occur  at  the  periods. 

InflammatioQ  of  the  tissues  of  the  uterus  (metritis), 
and  similar  inflammation  of  the  ovaries,  will  be  condi- 
tions in  the  former  category;  pelvic  peritonitis  producing 
adhesions  in  various  parts  of  the  pelvis  is  the  cause 
referred  to  as  external  to  the  uterus  and  ovaries.  Either 
metritis,  or  pelvic  peritonitis  producing  adhesions  round 
the  uterus,  is  likely  also  to  impede  the  contractions  of 
the  uterus,  and  so  in  that  way  cause  pain. 

Clinically  we  often  meet  with  cases  of  dysmenorrhcea 
dating  from  a  particular  confinement,  previous  to  which 
there  had  l)een  no  pain  at  the  menstrual  periods.  We 
usually  find  evidence  of  old  pelvic  inflammation  in  these 
cases,  thickening  round  the  uterus,  diminished  mobilily 
of  the  uterus,  and  so  on.  It  is  evident  that  such  cases 
are  explained  by  the  theory  just  above  referred  to. 

The  presence  of  a  growing  fibroid  tumour  of  the 
uterus,  as  is  well  known,  is  often  associated  with  dys- 
menorrhcea; this  might  be  explained  partly  on  the  view 
that  the  presence  of  a  fibroid  tumour  in  the  wall  of  the 
uterus  interferes  with  the  uterine  contractions,  acting 
indeed  somewhat  like  a  foreign  l>ody,  and  partly  on  the 
view  thai  a  growing  fibroid  is  the  cause  of  an  excess  of 
blood,  over  and  above  what  would  nonnally  come  to  the 
uterus  at  each  period,  coming  to  it,  and  that  this  excess 
cannot  easily  be  accommodated,  and  hence  we  have 
pain. 
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Clinical  Features  of  Membranous  Dysmenorrhula. 

Group  III. — Here  the  dysmenoirhtea  is  essentially 
primary,  ('.«.,  in  the  large  majority  of  cases  it  begins  at 
the  time  menstruation  is  established. 

The  pain  begins  just  before,  or  at  the  beginning  of, 
Ihe  flow,  and  is  "colicky"  or  paroxysmal  in  character. 

The  flow  is  profuse,  but  in  many  cases  diminishes  in 
a4  to  36  hours,  the  pain  becoming  greater;  then  the 
membrane  is  passed,  the  pain  is  relieved,  and  the  flow 
once  more  becomes  free. 

Cases  in  this  group  difler  from  cases  of  spasmodic 
dysmenorrhoea  (Group  I.)  in  that  the  flow  is  generally 
profuse  and  the  pain  is  not  relieved  by  the  flow,  but 
only  by  the  passage  of  the  membrane.  The  pain  in 
cases  of  membranous  dysmenorrhcea  is  probably  not  due 
to  obstraction  of  the  canal  by  the  membrane.  For  at 
the  beginning  of  the  period  there  is  the  pain,  but  the 
canal  is  certainly  not  plugged  then.  Possibly  plugging 
of  the  canal  may  be  the  reason  why  the  pain  becomes 
more  intense  in  many  cases  at  the  end  of  24  or  36 
hours ;  but  here  again  we  have  another  and,  I  think,  a 
better  esplanation,  viz.,  the  passage  of  a  foreign  body  (the 
membrane)  over  a  specially  sensitive  spot — the  internal  os 
uteri. 

Apoint  of  much  practical  importance  is  to  distinguish  cases 
of  membranous  dysmenorrhcea  from  cases  of  early  abortion. 

A  case  to  be  a  genuine  example  of  membranous  dys- 
menorrhcea must  be  one  in  which  a  membrane  is  passed 
regularly  at  monthly  intervals  for  a  considerable  time. 
Where  a  membrane  is  only  passed  occasionally  with  post- 
ponement of  menstruation,  the  case  is  probably  an  instance 
of  early  abortion ;  and  there  is  the  same  probability  if  a 
membrane  is  only  passed  when  the  patient  is  cohabiting' 
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with  her  husband  and  ( 
relations  are  interrupted. 

Anatomically  the  sac  of  an  eariy  abortion  is  ovoid  and 
more  vascular,  the  membrane  of  membranous  dysmen- 
orrhcea  is  more  triangular  and  less  vascular.     In  thick- 


FlG.  31. — A  Dynnmorthceal  Membrane  as  seen  under  WbIh 
(Sir  J.  V,  Simpson). 
The  Ule  Dr.  Malthewa  Duncan  wrote  to  me  lh»l  he  was  sure  this 
figure  represented  nn  early  abortion,  and  went  on  lo  say  t  "The 
membrane  of  dysmenorrho^  never  teaches  that  slate  ofsiie  and  develop- 
ment. I  have  seen  OMny  like  that  on  p,  84,  no  ovuline  slruelures, 
merely  decidua,  and  the  proof  is — cured  by  marital  scparalion." 

ness    menstrual    membranes    vary   from    A  t"    Vs  't>ch, 

rarely  J  inch.     Abortive  deciduce  vary  in  thickness  from 
J  to  J  inch  (Champneys). 

The  membrane  passed    in   dysmenorrhcea,   as   a  rule, 
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corresponds  only  to  the  body  of  the  uterus,  and  its  length 
varies  from  i  J  to  2  inches.  A  specimen  decidedly  exceed- 
ing this  measurement  is  probably  an  early  abortion. 

Microscopical  investigation  may  enable  us  to  make  a 
diagnosis,  if  sections  of  the  substance  passed  show  the 
presence  of  chorionic  villi. 

As  to  the  obstructive  theory  of  dysmenorrhcea,  which 
was  formerly  put  forward  as  explaining  most  cases  of 
dysmenorrhcea,  it  may  be  said  that  it  is  now  to  a  great  ■ 
extent  discredited  by  the  best  authorities.  The  theory  was, 
that  either  on  account  of  congenital  stricture  at  the  external 
or  internal  os  uteri,  or  on  account  of  flexion,  an  obstruction 
existed  to  the  flow  of  blood  out  of  the  uterus,  and  that  con- 
sequently excessive  and  painful  contractions  were  excited. 

Narrowing  of  the  external  os  is  met  with,  but  it  is  not  at 
all  common ;  that  stricture  ever  occurs  at  the  internal  os, 
before  the  menopause,  has  not  been  proved.  After  the 
menopause  narrowing  or  actual  occlusion  of  either  the 
external  or  the  internal  os,  or  at  both  orifices,  is  far  from 
uncommon. 

As  regards  flexion  producing  obstruction,  we  may  also  say 
that  it  has  not  been  proved  that  it  does  so,  or  at  least  only 
in  the ' slightest  degree;  on  the  other  hand,  it  has  been 
shown  in  many  of  the  worst  cases  of  dysmenorrhcea,  by 
actually  passing  the  sound  at  the  time  that  no  obstruction 
existed. 

And,  further,  it  should  be  remembered,  that  in  some 
cases  where  there  is  a  narrow  external  os — "  pin-hole  os  " — 
and  in  others  where  a  membranous  cast  is  thrown  off,  there 
is  no  dysmenorrhcea  at  all. 

Treatment. — In  slight  cases  the  patient  should  be 
advised  to  avoid  over-exertion  and  any  exposure  to  chill 
at  the  menstrual  periods.  Care  should  be  taken  that  the 
bowels  are  kept  acting  a  little  more  freely  than  usual,  when 
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the  menstrual  period  is  at  hand.  Putting  the  feet  in  hot 
water  with  mustard  in  it,  and  hot  drinks  at  bedtime,  are 
also  useful.  For  medicine  we  may  try  cannabis  indica 
(from  i  to  I  grain  of  the  extract  in  pill)  thrice  daily  for  a 
few  days  before,  as  well  as  during,  the  period.  It  may  be 
advantageously  combined  with  camphor  (gr.  ij.-iij.)  and  a 
small  dose,  gr.  ^,  of  extract  of  belladonna.  Bromide  of 
potassium  and  aromatic  spirits  of  ammonia  are  also  useful, 
gr.  X.  to  XX  of  the  former,  with  lt|.xx.  of  the  latter,  thrice 
daily  at  the  periods,  at  the  same  time  doing  all  we  can 
between  the  periods  to  improve  the  patient's  general  health 
by  exercise,  particularly  riding,  tonics,  and  especially  careful 
attention  to  the  state  of  the  bowels. 

As  Dr.  Champneys  humorously  puts  it,  "  with  consti- 
pation none  of  this  class  improve,  even  if  treated  by  the 
newest  alkaloids." 

Guaiacum,  sulphur,  antipyrin,  ichthyol,  and  castoreutn 
form  a  supplementary  list  to  choose  from.  Of  these  I  have 
found  most  benefit  from  antipyrin  and  ichthyol.  Tabloids, 
containing  5  grains  of  antipyrin,  are  convenient.  Two 
should  l>e  taken  when  the  pain  is  felt  to  be  coming  on ;  and 
if  the  pain  is  not  relieved  in  two  hours,  another  two  may  be 
taken.  Not  more  than  four  tabloids  should  be  taken  in 
any  one  day. 

Ichthyol  is  conveniently  given  in  coated  pills,  containing 
gr.  li  in  each.  One  of  these  may  be  given  twice  or  thrice 
daily  for  a  few  days  before  each  period,  and  during  the 
period. 

Whether  cases  are  slight,  or  severe,  the  line  of  treatment 
sketched  out  is  that  to  be  fully  tried  first,  more  especially 
for  obvious  reasons  in  unmarried  women.  After  it  has 
been  tried  and  failed,  the  next  thing  to  think  of  is  dilatation 
of  the  cervix  by  boujjies.  Starting  from  the  sire  (No.  9) 
that  will  normally  pass  (Matthews  Duncan),  or  a  smaller 
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one,  if  that  will  not  pass,  the  bougies  are  passed,  one  after 
the  other,  going  up  two  or  three  sizes  on  each  occasion,  the 
dilatations  being  continued  at  intervals  of  a  few  days.  A 
simpler  and  better  plan  is  to  an:esthetise  the  patient,  and 
dilate  on  one  occasion  as  much  as  seems  desirable,  say  up 
to  No.  i8  of  Matthews  Duncan's  bougies,  the  instruments 
usually  employed.'  If  necessary,  the  cervix  is  fixed  with  a 
tenaculum,  or  volsella,  during  the  dilatation.  This  measure 
must  always.be  adopted  before  deciding  that  the  ordinary 
soimd  will  not  pass  the  external  or  internal  os  in  any  par- 
ticular case.  The  treatment  by  dilatation  is  suitable  for  the 
cases  in  Croup  I.,  where  there  are  no  physical  signs,  and  for 
cases  of  narrow  external  os.  Sometimes  the  dilatation  may 
be  completed  at  one  sitting  without  an  anesthetic.  In  the 
cases  associated  with  the  presence  of  inflammatory  condi- 
tions of  the  pelvis,  as  evidenced  by  feeling  lumps,  or  thick 
firm  bands,  in  the  neighbourhood  of  the  uterus,  and  by  the 
mobility  of  the  uterus  being  less  than  normal,  dilatation  of 
the  cervix  is  usually  contra-indicated. 

The  choice  here  lies  between  being  content  with  palliative 
treatment,  and  entertaining  the  question  of  removing  the 
uterine  appendages;  it  need  hardly  be  said  that  the  con- 
sequences— sterility — and  the  risks  of  the  operation  should 
be  fairly  laid  before  the  patient ;  particularly  she  should  be 
asked  if  she  would  not  rather  put  up  with  the  pain,  than 
have  an  operation — to  which  some  considerable  risk  often 
attaches — done  to  relieve  it.  This  line  of  treatment  is  only 
indicated  in  really  bad  cases,  when  palliative  treatment  has 
failed,  and  where  distinct  physical  signs,  such  as  lumps  at 
the  sides  of  the  uterus,  are  present,  and,  lastly,  where  the 

*  Ilegar's  dilators  are  equally  suitable  Tor  the  purpose.  No  larger 
•ile  ttuin  No.  12  need  be  used  when  dilating  for  dysmenonhcea.  Strict 
Mlilrpti'r  principles  should  be  obseived  in  this,  as  in  all  other  operations 

tfwccrvu. 
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operation  is  to  be  done  by  a  specialist  skilled  in  abdominal 
surgery. 

It  is  possible  thai  a  sort  of  "  massage "  of  the  pelvic 
organs  may  give  relief,  where  there  are  adhesions  of  only 
moderate  strength  around  the  uterus  limiting  its  mobility. 
Manipulation  under  an  anaesthetic  by  breaking  and  stretch- 


Fic.  13. — A  Dysmenoirhoeol  Membrane  bud  open  (Coste). 

If  a  portion  0/  such  a  membraoe  is  placed  on  a  slide,  and  looked  at 

with  a  low  power  undet  the  microscope,  it  will  be  found  to  be  perforated 

with  numerous  small  holes  corresponding  to  the  openings  of  the  uterine 

ing  some  of  the  adhesions  might  perhaps  give  relief;  but 
treatment  of  this  kind  is  undesirable,  for  it  is  obviously  open 
to  objection ;  besides,  it  may  be  exceedingly  dangerous,  if 
there  should  happen  to  be  a  pyo-salpinx  present. 

Aa  to  treatment  of  the  cases  in  Group  III.,  it  is  to  be 
remembered,  that  it  is  not  always  that  the  passage  of  casts 
of  the  uterus,  or    pii^ces  of  membrane,  gives  rise   to  any 
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When  there  really  is  pain  in  these  cases, 
we  know  no  very  satisfactory  treatment.  The  usual  round 
of  lemedies  already  mentioned  may  be  used  If  these  fail, 
dilatation  with  bougies,  as  already  described,  may  be  tried, 
if  the  other  conditions  present  do  not  contra-indicate  it. 

Scraping  the  endometrium,  in  addition  to  dilatation,  has 
also  been  found  useful,  at  least  for  a  time. 

(Those  wishing  to  pursue  the  subject  further  are  advised 
to  read  the  Harveian  Lectures  on  Painful  Menstrualion,  by 
Dr.  Champneys.") 

*  Published  by  H.  K.  Lewis,  136  Gower  Street,  London. 
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raw  surfaces  are  being  united.  It  is  best  that  the  patient 
should  lie  on  her  back  in  the  lithotomy  position  with  the 
legs  separated ;  but  the  ordinary  position  on  the  left  side 
will  do  if  there  is  an  assistant  to  draw  the  right  buttock 
tipwards,  and  so  expose  the  raw  surface.  The  raw  surfaces 
should  be  washed  with  carbolic  acid  (1-40),  all  clots  par- 


I 
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Fig.  31— To 


[mediate  perineorthaphy  {Thorbura), 


ticularly  being  cleared  away.  I  prefer  to  use  an  ordinary 
well-curved  surgical  needle  held  in  a  needle-holder,  and  to 
use  fishing  gut  for  the  sutures.  It  is  an  advantage  to  use  a 
needle-holder  having  a  catch  at  the  handles,  like  Wells's 
artery  forceps.  Another  simple  method  of  passing  the 
sutures  is  to  use  a  nearly  straight  needle  in  a  handle, 
recommended  by  the  late  Dr.  Thorburn  (Fig.  y. 
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variably  the  hymen  is  seen  to  be  perfect,  and  that  there  a 
no  lacerations  of  ihe  perineum,  sufficiently  disposes  of  ihe 


Fig.  24.— Exlemal  Genitals  in  a  Virgin. 

.  Kight  labium  majus ;  2.  The  fuurchetle  ;  3  3.  Right  labinin 
,  ornympha  ;  4.  Glans  cliloridis ;  5.  Urethral  orifice;  6.  Vestibule 
i  (a  tiiongular  space,  the  sides  of  the  Irinnglc  formed  b;  the  nymphae, 
I  tlw  apex  by  the  clitoris,  anil  the  base  by  a  [raniivene  line,  which  ii 
I  bisected  by  the  urethral  orifice)  ;  7.  Orifice  of  the  vagina ;  8  S.  The 
I  hymen,  running  in  this  case  all  round  the  vaginal  orifice,  but  still, 
*der  posteriorly  ;  9.  Opening  of  the  duct  of  liartbolin's  gland  on  the 
tt  idde-'lhis  is  represented  too  far  forward,  It  should  be  about  as  far 
le  posterior  3  in  Ihe  figure  ;  10.  Motu  Veneris  (Thorbum). 
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notion  that  the  disorder  is  the  result  of  an  assault.  If 
there  were  lacerations,  the  possibility  of  this  would  require 
careful  consideration. 

Vulvitis  may  be  caused  by  cold,  or  by  dirt,  but  not 
infrequently  it  arises  without  any  assignable  cause  tn  weakly 
children.  The  late  Dr.  Matthews  Duncan  was  strongly 
opposed  to  accepting  the  presence  of  worms  as  a  cause  of 
vulvitis,  though  it  is  one  commonly  given.  I  have  seen 
one  case  where  it  seemed  to  me  that  indirectly  the  vulvitis 


—Vertical  Antero-poslerior  Mesial  Section  of  the 

Eileroal  Gcnitiils  (Henle). 
^  perianl  body  ;  '■  Vngina ;   d.  Urethnt ;  t.  Labium 
'^"prepuce  of  the  clitoris ;  g.  The  fossa  navicolaris,  bounded 
Biuiis ;  /-        ■    .        _  a„d  behind  by  the  fourcheUe  (the  antraior 

to  the  presence  of  worms  m  the  rectum.  The 
***  fit  the  vagina  was  wider  than  normal,  and  less 
«*"^  insed  by  the  hymen.  In  this  case,  there  certainly 
VofcWf^T™^  in  'he  rectum,  and  it  seemed  to  me 
**  *'^^k  that  the  '^^'''^  '"^"^  ^^^^i  her  finger  into 
^^^  fim>>  ^(jyour  to  allay  the  uneasy  sensations 
^fc«**'"V_  i_  the  rectum,  and  that  the  vulvitis 
■^■*  •_!  ixitaEion. 
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Diphtheria  sometimes  affects  the  vulva,  as  in  the  follow- 
I  ingcase: — 

B.,  ige  7,  was  brooght  to  the  London  Hospilal  on  Jannujr  xand, 
I  1S87.    On  Jutatiy  tSih  the  had  bSea  over  a  heap  of  stones,  and  hnart 


IG.  36.— Diagram  to  Illuslrale  ihe  Relations  of  Ihe  EKieraal  Genitals. 
1  in  front  view,  B  in  antero-poslcrior  section  (Malthcws  Duncan). 

I.  Urethral  orilice  ;  i.  The  fossa  naviculnris  ;  e.  The  fourchette,  the 

erior  margin  of  the  perineum.  A  A  \  d  d.  The  openings  of  Ihe  ducts 

if  Sartholin's  glands  (sometimes  they  open  rathec  farther  forwards)  ; 

'.  Margin  of  vaginal  orifice,  internal  lo  which  is  seen  the  hymen, 

»■  behind  than  in  front — it  has  been  torn  near  m  ;  //.  Posterior 

nities  of  the  labia  majora,  which  are  not  United  posteriori]!,  but 

t  connected  by  the  perineom ;  g.  The  anus.    The  letiering  in 

s  is  the  same.    The  "  inevitable  "  laceration,  i^.,  Ihe  one 

It  occurs  in  evety  lirst  labour,  extends  into  the  fossa  naviculari^t,  li 

M  chapter  on  Rupture  of  the  Perineum). 
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cases  to  perfonn  a  plastic  operation  to  restore  the  previous 
condition  of  the  parts. 

Such  an  operation  should  not  be  done  until  sufficient 
time  has  elapsed  since  the  rupture  for  the  parts  to  have 
passed  into  a  quiescent  condition,  say  at  least  six  vreeks 
after  labour. 

The  indications  for  operation  are: — i,  Incontinence  of 
fffices,  or  flatus,  owing  to  the  rupture  having  involved  the 
sphincter  ani.  a.  'When  it  is  desirable,  on  account  of 
prolapse  of  the  vagina,  or  uterus,  for  the  patient  to  wear  a 
vaginal  pessary,  such  as  the  ordinary  india-rubber  ring. 

If  there  has  been  an  extensive  rupture  of  the  perineum, 
such  a  pessary  will  not  stop  in.  The  object  of  the  operation 
in  a  case  of  this  kind  is  to  narrow  the  lower  end  of  the 
vagina,  so  as  to  enable  the  patient  to  retain  a  pessary. 

Preparation  of  the  patient. — She  should  remain  in 
bed  for  some  days  before  the  operation,  and  should  take  a 
mixture  containing  sufficient  sulphate  of  magnesia  to  ensure 
thorough  evacuation  of  the  bowels.  If  there  is  any  dis- 
charge from  the  vagina,  this  should  be  cured,  or  at  all  events 
checked,  by  suitable  treatment.  Two  nights  before  the 
operation  she  should  take  a  draught,  such  as  ;— 

^    Mag.  Sulph.,gr.  i6o. 
Infiis.  Sennac  ad  3J. 
M.  n.  haust.,  b.s.s. 

On  the  morning  of  the  operation  a  copious  enema  should 
be  given. 

The  operation. — Three  assistants  are  advisable,  one  to 
give  the  anaesthetic,  and  two  to  help  the  operator.  The 
patient  is  secured  in  the  lithotomy  position  by  means  of 
Clover's  crutch  (Fig.  37). 

The  vagina  is  now  syringed  out  with  carbolic  water, 
1  in  40.    An  assistant  stands  at  each  side  of  the  patient. 
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The  next  step  is  to  mark  out  the  surface  to  be  made  raw. 
The  shape  of  this  depends  on  the  exact  nature  of  the  case. 
If  the  rupture  has  not  involved  the  sphincter  ani,  Fig.  38 


Fig,  3?.— Clover's  Crutch.  I 

The  leg  pieces  fastea  round  the  legs  just  below  the  knees.  The  long 
strap  passes  undei  the  patient's  neck  and  undei  inu  arm,  and  is  adjusted 
so  as  to  ilei  the  thighs  on  the  abdomen  to  the  required  extent.  The  bat 
between  tbe  1^  pieces  consists  of  an  outer  tube,  and  an  inner  rod  sliding 
in  it ;  the  rod  is  drawn  out  of  the  tube  till  the  knees  are  sufficiently 
separated,  and  is  then  fixed  by  the  screw. 

shows  the  shape  and  position  of  the  surface  to  be  freshened. 
The  points  B  and  C  correspond  lo  the  posterior  extremity 
of  the  labium  minus  on  each  side,  and  it  is  well  to  fix  a  paii 
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of  spencer  Wells's  forceps  on  B  and  C,  where  the  skin  and 
mucous  membrane  meet,  to  serve  as  landmarks. 

The  point  A  is  taken  on  the  middle  hne  of  the  posterior 
vaginal  wail  about  an  inch,  or  an  inch  and  a  half,  up  the 
vagina ;  a  pair  of  Wells's  forceps  should  be  fixed  on  it  also. 

An  incision,  mucous  membrane  deep,  is  now  made  with 
a  scalpel  from  A  to  B,  and  A  to  C,  and  also  along  the  line 
B  DC,  just  where  the  mucous  membrane  of  the  posterior 
vaginal  wall  meets  the  perineal  skin.  Beginning  poste- 
riorly,  the  mucous  membrane   is  now  dissected  off  the 


Fig.  38. 

area  marked  out.  During  the  whole  proceeding  the  parts 
are  made  tense  by  each  assistant  pulling  towards  himself  the 
labium  majus  and  adjoining  skin  on  his  side.  Sometimes 
it  is  convenient  to  put  a  pair  of  Wells's  forceps  on  the  point 
D ;  traction  on  this  pair  of  forceps  helps  to  make  the  parts 
tense,  and  therefore  facilitates  the  dissection.  The  sutures 
are  inserted  as  in  the  figure,  beginning  behind,  i,  2,  3, 4,  5, 
are  passed  by  means  of  a  nearly  straight  or  shghtly  curved 
needle  in  a  handle.  For  these,  either  fishing  gut,  or  silver 
wire,  may  be  used.  It  is  an  advantage  to  stain  the  fishing 
gut  a  reddish  colour,  as  it  is  then  more  easily  seen.     Tnese 
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be  catgut,  as  they  will  not  then  require  removal.  Sutures 
6  and  7  should  also,  if  possible,  be  buried  completely  under 
the  raw  surface ;  it  is  important  that  they  should  enter  at 


Fio.  4a— Hacedorn's  Nbbdlk-holdxr. 

the  very  edge  of  the  cut  mucous  membrane  to  avoid  any  ofj 
it  being  tucked  in  when  they  are  tied.  All  blood  and  clotg^ 
being  carefully  sponged  away,  sutures  6  and  7  are  tied  GrsifJ 

o 

D 

a: 


Fic.  41.— Hagedorn's  Needles. 

and  then  i,  3,  3,  4,  and  5  in  numerical  order.  Before  they 
are  tied  the  screw  of  the  crutch  should  be  loosened,  and 
the  knees  brought  together.  It  is  important  not  to  tie  the 
sutures  too  tight.     The  ends  of  the  sutures  should  be  left 


I 

I 
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long,  say  two  inches.  The  patient's  knees  are  tied  together, 
and  she  is  put  to  bed.     No  T-bandage  should  be  used. 

When  rupture  has  involved  the  sphincter  ani,  the  raw 
surface  to  be  made  is  shown  in  Fig-  42. 

In  this  figure  A,  B,  and  C  are  the  same  points  as  in 
Fig.  38.  D  and  E  correspond  to  the  extremities  of  the  torn 
sphincter.  F  indicates  the  apex  of  the  triangular  interval 
in  the  front  of  the  rectum  caused  by  the  rupture  of  the 
sphincter.  Incisions  as  before  are  made  along  the  lines 
A  B  D  and  ACE;  in  addition,  an  incision  is  made  from 


F  to  D,  and  F  to  E.  The  mucous  membrane  is  then 
dissected  off  the  whole  surface  marked  out.  The  chief 
difference  from  the  former  case  is  in  passing  the  first  suture 
— the  "  purse-string  "  suture.  It  is  passed  buried  completely 
in  the  tissues.  When  it  is  tightened,  the  points  E  F  D  are 
brought  into  contact,  just  as  a  bag  is  closed  by  drawing  on 
a  siring  running  round  its  neck. 

Instead  of  using  the  "purse-string"  suture,  the  side  FE 
may  be  stitched  to  the  side  F  D  with  interrupted  catgut 
sutures,  the  knots  being  tied  so  as  to  lie  in  the  rectum. 

After-treatment — The  patient  should  lie  on  her  side. 
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not  on  her  back,  so  that  any  discharge  may  escape  more 
readily.  The  vagina  may  be  gently  douched  twice  daily 
with  carbolic  water  (1-60),  if  we  have  a  nurse  who  can  be 
trusted  tp  do  this  without  any  traction  on  the  parts.  The 
catheter  is  passed  two  or  three  limes  in  the  twenty-four  hours. 
The  bowels  should  not  be  confined,  as  used  to  be  the 
custom.  On  the  contrary,  it  is  well  lo  give  enough  of  some 
simple  aperient  to  keep  them  acting  easily  from  the  first. 
The  diet  should  be  very  light ;  I  prefer  not  to  allow  meat 
or  fish  till  the  end  of  the  first  week. 
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Fig.  43.— Lines  of  ir 


Rectum. 

on  in  Mr.  Tail's  operation  for  rupiured 
perineum  (Lawson  Tail). 


Mr.  Ijvwson  Tait's 


Operation   for   Rupture  of  the 

Perineum. 

The  distinguishing  features  of  this  operation  are  : — 

1.  The  raw  surface  is  made  by  splitting  the  recto-vaginal 

septum  with  scissors,  and  by  dissecting  laterally  as  described 

below ;  no  tissue  is  removed. 

a.  The  sutures  are  not  passed  through  the  skin  at  all, 

their  points  of  entry  and  final  exit  being  in  the  raw  surface 

made,  and  about  ^  inch  internal  to  the  edge  of  the  skin 

on  esu±  side. 
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3.  The  sutures  are  not  completely  buried,  but  appear  in 
the  bottom  of  the  wound  to  the  extent  shown  by  the  black 
lines  below  B  and  C  in  Fig.  44. 

The  patient  being  in  the  lithotomy  position,  the  recto- 
vaginal septum  is  split  by  scissors  entered  at  the  point  F 
at  one  side,  and  carried  across  to  the  F  at  the  other  side. 
From  the  point  F  to  C  on  each  side  an  incision  running 
forwards  and  a  little  outwards  is  also  made  with  the  scissors : 
the  length  of  it  is  about  an  inch.  Similarly,  incisions  are 
made  about  j  inch  long,  running  backwards  and  outwards 
from  F  to  E  on  each  side.  Fig.  43  shows  the  lines  of 
incision. 

The  shallow  trenches  resulting  from  the  original  in- 
cisions are  gradually  deepened  by  the  scissors  (working  in 
a  direction  at  right  angles  to  the  general  surface  of  the 
perineum),  til!  the  points  F  can  be  raised  with  pressure 
forceps  upwards,  and  approximated  in  the  middle  line ;  a 
triangular  flap  is  thus  turned  upwards  and  inwards  on  each 
side.  Similarly  the  points  D  are  drawn  downwards  (the 
patient  being  in  the  lithotomy  position)  and  inwards,  so  as 
also  to  lie  close  together  in  the  middle  line. 

The  resulting  raw  surface  is  shown  in  Fig.  44,  A  B  C  D 
is  the  boundary  of  it  towards  the  vagina.  The  sides  in  the 
figure  are  the  edges  of  the  skin.  Fishing-gut  sutures  are 
passed  either  with  a  curved  needle  in  a  handle,  or  with 
an  ordinary  surgical  needle  held  in  a  needle-holder.  The 
dotted  lines  indicate  the  extent  to  which  the  sutures  are 
buried  beneath  the  raw  surface  ;  when  the  sutures  are  tied, 
Mr.  Tail  claims  that  a  sort  of  flap  valve  is  formed  towards 
the  vagina  and  rectum  respectively.  The  sutures  are  left  in 
for  a  fortnight. 

The  vagina  is  washed  out  daily  with  a  weak  antiseptic 
lotion. 

I  have  now   tried    this   operation  in  a  large  number  of 
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cases,  and  have  been  well  satisfied  with  it  Probably  every 
one  who  operates  at  all  frequently  introduces  some  slight 
modifications  in  this  and  other  operations. 

I  find  it  generally  convenient  to  remove  most  of  the 
vaginal  flap  dissected  up.  The  piece  removed  is  somewhat 
triangular.  In  this  way  a  neater  result  has  seemed  to  me 
to  be  obtained. 

Also  I  think  it  iadecidedly  desirable,  in  cases  of  rupture 
involving  the  sphincter  ani,  lo  stitch  the  gap  in  the  rectum 
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14.— Raw  surface  and  positi< 
{□[  niptuied 


res  in  Mr.  Tiii'9  oi>cnilio 
(LawMD  Tail). 


separately  with  interrupted  catgut  sutures,  lied  so  that  the 
knots  lie  in  the  rectum. 

I  find  that  students  and  some  others  have  a  great  deal  of 
difficulty  in  understanding  the  descriptions  of  the  "flap- 
sphlting  "  operation  (Tail's  operation).  I  have  accordingly 
had  some  figures  prepared,  which  I  hope  may  make  the 
matter  clearer,  I  will  therefore  again  describe  the  "  flap- 
splitting"  operation,  with  the  modifications  I  find  advan- 
tageous, and  ask  the  reader  to  follow  it  with  the  coloured 
diagrams  (Plates  I.  and  II.,  Figs,  i,  2,  3,  4,  5,  6). 
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The  iiwihiHl  itf  (Muing  the  sutures  ia  shown  in  Fig.  5.  In 
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Fig.  6  the  d«ep  tutunw  (of  Athing  gut)  are  seen  in  position. ' 
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When  these  are  tied,  the  edge  E  G  is  brought  into  apposition 
with  the  edge  F  H. 

The  vaginal  and  rectal  sutures  need  not  be  removed :  the 
deep  fishing-gut  sutures  are  taken  out  in  ten  days  or  a 
fortnight, 

The  union  is  often  so  complete  that  the  knots  are 
buried  in  new  tissue,  and  it  is  necessary  to  break  through 
about  ■j'5  inch  of  intervening  tissue  before  they  can  be 
reached. 
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CHAPTER  VIL 
Diseases  or  the  Vacina. 
Vaginitis. 
Inflammation  of  the  vagina  may  be  /oca/  or  comtUutioitai— 
that  is  to  say,  it  may  be  due  to  strictly  local  causes,  or  it 
may  occur  as  a  complication,  a  mere  subordinate  part,  of 
some  condition  affecting  the  whole  system. 
Varieties. 
Vaginitis  may  be : — 
Specific,  i.e.,  due  to  gonoirhcea ;  or 
Simple,  i.e.,  not  gonorrhccal. 
Simple  vaginitis  may  be  due  to  any  of  the  following  local 

1.  Mechanical  injury  produced  by  foreign  bodies  (hair- 
pins,  pieces  of  sponge,  ill-fitting  pessaries,  etc.) ;  excessive 
coitus ;  difficult  labour — in  this  case  more  or  less  sloughing, 
with  perhaps  perforation  into  the  bladder  or  rectum,  is  not 


a.  Irrifating  discharges,  e.g.,  the  discharges  in  cases  of 
uterine  cancer,  or  the  lochia  after  delivery. 

3.    Paginal  injections  used  too  hot  or  too  strong. 

As  examples  of  constitutional  states  in  which  vaginitis  is 
likoly  to  arise  as  a  subordinate  complication  may  lie  men- 
tioned -.—diabetes,  alcoholism,  specific  fevers,  diphtheria. 

I'Urlher,  in  old  itge  vaginitis  is  liable  to  occur,  usually 
without  other  apparent  cause,  so  that  we  speak  of  a  "senile 
Vtglnltli." 

,  during  pregnancy  and    menstruation,  vaginitis  is 
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likely  to  be  set  up  by  slight  causes,  which  often  cannot  be 
discovered. 

AciJTf;  Vaginitis, 
SymptomB. — The  patient  complains  of: — 

A  sense  of  heat  and  throbbing  in  the  vagina. 

Pain  in  passing  water,  and  frequent  desire  lo  pass  it. 

Often  also  of  pain  in   walking,   if  there  is  co-existing 
vulvitis. 

A  greenish-yellow  discharge. 

A  sense  of  general  malaise. 

Physical  signs — If  there  is  vulvitis  as  well  (as  is  usually 
the  case),  there  will  be  the  appearances  described  under 
Acute  Vulvitis. 

Great  swelling,  redness,  and  perhaps  excoriation  of  the 
external  parts. 

Tenderness  on  attempting  to  pass  the  finger  into  the 
vagina. 

If  a  small  speculum  can  be  introduced,  the  vaginal 
mucous  membrane  will  be  seen  to  be  red  and  raw-looking, 
and  secreting  a  greenish-yellow  discharge,  perhaps  slightly 
blood-stained.  The  vaginal  mucous  membrane  feels  hot, 
and  is  greatly  swollen,  but  its  rugje  are  not  obliterated.  It 
bleeds  easily  on  examination.  The  urethra  will  be  found 
swollen,  and  pressure  along  it  will  probably  cause  pus  to 
exude  from  the  meatus. 

The  thermometer  may  show  slight  elevation  of  tempera- 
ture. 

Such  are  the  characteristics  of  acute  vaginitis,  whether 
simple  or  specific  (gonorrhceal),  and  it  is  important  to 
notice  that  we  cannot  yet  distinguish  by  mere  clinical 
examination  between  simple  and  specific  vaginitis. 

It  is,  however,  possible  for  an  expert  in  bacteriology  to 
distinguish  between  them. 
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On  this  point,  viz.,  as  to  the  possibility  of  identifying  any 
given  discharge  as  gonorrhceal,  I  have  consulted  Dr.  Klein, 
who  has  kindly  sent  me  his  opinion,  with  permission  to 
publish  it. 

19  Earl's  Court  Squask,  S.W,^^^ 
/uHi  Md,  1897.  ■ 

Dear  Dr.  Lbwers,—  ^ 

Within  recent  years  the  gonoeoccus  has  by  new  melhodB  ' 
become  more  lunenable  to  dilTeTeiitiiil  cultivation,  uid  it  is  possible  for 
«n  expert  to  diagnose  and  identify  the  gonoeoccus  more  readily  than 
was  possible  some  years  ago.  Tlie  appearances  of  the  growth  on  the 
new  meilia  are  very  characlcrtitic,  and  by  tbese  the  gonoeoccus  can  be 
didinguisbed  from  other  non-gononhotal  cdccL 

Very  sincerely  yours, 

E.  KLEIN. 

An  acute  vaginitis  runs  its  course  in  ten  days  or  a 
fortnight,  and  cither  gets  well  or. lapses  into  a  chronic 
8Wgc. 

Chronic  Vaginitis. 

Vnginilis  may  be  chronic  from  the  first,  as,  for  example, 
in  the  senile  variety ;  or  chronic  vaginitis  may  be  the  sequel 
of  »n  acute  aiuck.  ,   ,.    -   l- 

ByniptoniB.— There  may  be  a  slight  itching  or  sense  of 

.„  (he  vagina,  and  slight  smarting  on  passing  water; 

X»,  however,  the  patient  complains  of  little  except  that 

^L|T      .j-u-  speculum  shows  the  mucous  membrane  to 

JIEiAm  normal,  and  we  see  the  discharge.     In  old 

_^4,BBicous  membtane  is  often  seen  to  have  become 

^1^:  having  been  obliterated.     There  is  little 

"^[^Ite  ^l^bUtJonofvBfiinitis.— Whether 
^^^^  be  KUte  or  chronic,  it  will  be  found 
^"^*      ^^pl(  fjigina  is  affected,  sometimes 
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only  a  part  of  it.  For  instance,  the  inflammation  may 
affect  only  ihe  lower  half,  or  only  the  upper  half  of  the 
vagina;  or,  again,  the  suramits  of  the  ridges  may  be 
inflamed,  while  the  depressions  between  them  escape. 
Sometimes  the  appearance  presented  is  that  of  red  spots 
(lotted  over  the  surface,  separated  from  one  another  by 
pale  areas,  "spotty  vaginitis." 

Qrannlar  vaginitiB  is  the  name  given  to  that  variety 
of  vaginitis  in  which  we  find  the  surface  of  the  vagina 
studded  with  hemispherical  elevations,  the  size  of  a  pin's 
head.  It  may  result  from  any  of  (he  other  forms  of 
vaginitis,  but  is  rarely  seen  apart  from  pregnancy  (Thomas). 
The  elevations  referred  to  are  said  to  be  hypertrophied 
mucous  glands. 

Ulcerous  vaginitis. — Sometimes  we  find  ulcers  on 
the  vaginal  walls  in  cases  where  we  have  no  reason  for 
suspecting  the    presence    of  syphilis,  as    in    the  following 


J.  R.,  single,  age  25,  came  to  the  London  Hospital,  August  j886, 
complaining  of  pain  across  the  lower  abdomen,  a  sense  of  soreness  in 
the  vagina,  and  of  a  whilbh-yellow  discliarge.  There  was  no  hisiory 
of  syphilis,  nor  any  sign  of  it.  On  examination  tlie  hymen  was  found  lo 
be  lorn.  Through  the  speculum  (wo  ulcers  were  seen  al  the  uppereod  of 
Ihe  vagina,  one  on  the  anterior  and  one  on  the  posterior  wall ;  these 
were  about  J  inch  by  |  inch  in  extent,  and  there  were  one  or  two 
smaller  ulcers.  She  was  given  lead  lotion  as  an  injection,  and  gencnd 
Ionic  trentmenl.  November  3^!,  ulcers  much  as  before  described ;  she 
was  given  5  grs.  of  iodide  of  potassium  thrice  daily  for  the  next  four 
months.  In  April  1887  the  following  note  was  made  :  "Therq  is  h 
semicircular  ulcer,  depressed  1*1  inch,  with  a  sharply  defined  edge  on 
Ihe  anterior  lip  of  the  cervix,  and  a  similar  but  rather  triangular  utcer 
on  the  right  lateral  fornix,  its  largesi  side  about  an  inch  long.  The 
base  of  this  ulcer  is  dry  and  yellowish."  The  iodide  of  potassium  was 
omitted,  and  she  was  given  an  injection  of  glycerine  of  eubacelale  of 
lead.  A  month  later  the  patches  had  healed,  the  situation  they  hod 
oocDpicd  bdng  puckered  and  a  little  depressed, 
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Complications. — An  acute  vaginitis,  particularly  if  due 
to  gonorrhtea,  is  likely  to  be  complicated  by  urethritis  and 
cystitis;  and  the  inflammation  may  aJso  extend  from  the 
vagina  to  the  cervix,  thence  to  the  body  of  the  uterus,  and 
so  along  the  Fallopian  lubes  to  the  pelvic  peritoneum  ; 
thus  we  may  have  cervical  endometritis,  endometritis  of  the 
body  of  the  uterus,  salpingitis,  and  pelvic  peritonitis,  all 
resulting  from  an  acute  vaginitis.  There  will  also,  almost 
certainly,  be  vulvitis,  often  also  abscess  of  the  ducts  of  1 
Bartholin's  glands.  Further,  buboes  may  occur  on  account  \ 
of  the  vulvitis. 

In  cases  where  the  inflammation  has  spread  to  the  pelvic 
peritoneum,  the  fimbriated  ends  of  the  Fallopian  lubes  will 
almost  certainly  be  sealed  up,  so  that  no  trace  of  the  fim- 
bria remains,  the  outer  end  of  each  tube  having  become 
permanently  adherent  to  the  corresponding  ovary,  ^Vhen 
this  happens  on  both  sides  (as  it  usually  does  when 
it  happens  at  all),  an  incurable  sterility  is  necessarily  _ 
produced.  I 

Another  complication  of  gonorrhceal  vaginitis  is  arthritis. 
It  is  a  very  rare  complication.  I  have  seen  one  case,  sent  to 
me  by  Dr.  Downes,  of  Hornsey,  in  which  the  wrist  was  the 
joint  alTecIed. 

Treatment. — In  acute  cases  hot  hip  baths  and  rest  in 
ted  fur  the  first  few  days,  with  vaginal  injections  of  warm 
water,  or  barley  water,  with  some  laudanum  (5j.  to  Oj.), 
may  be  advised,  A  smart  saline  purge  will  also  be  useful. 
As  the  acute  stage  subsides,  astringent  lotions  may  be 
used,  beginning  with  glycerine  of  subacetate  of  lead  (3SS.  to 
Oj.  water),  followed  later  by  alum,  tannic  acid,  or  sulphate 
of  zinc  (5j.  to  Oj.  water).  An  injection  of  sulpho-carbolale 
of  zinc  (Jij.  to  Oj.)  is  also  useful.  If  there  is  pain  on 
micturition,  this  may  be  relieved  by  drinking  barley  water, 
and  taking  a  mixture  containing  tincture  of  hyoscyamus  and 
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bicarbonate  of  potash.  In  chronic  cases  we  may  proceed 
with  the  astringent  applications  enumerated  from  the  first. 
In  many  cases  after  apparent  cure  the  cose  relapses  when 
treatment  has  been  left  off;  again,  many  cases  do  not 
improve  in  spite  of  suilabie  treatment ;  this  is  often  because 
(he  patient  does  not  use  the  vaginal  douche  in  an  effectual 
manner.     Vaginal  douches  are  best  given  by  means  of  the 


Fig.  45.  — Hydrostatic  Uouche  Tin  for  giving  Vaginal  Injeciions. 

When  ihe  patient  is  lo  use  il  herself,  il  is  necessary  to  hare  a  t«p 
dose  lo  ihc  gloss  vaginal  lube. 

While  using  an  injection  the  palient  should  lie  on  her  back  with  Ihc 
hips  somewhat  elevated  :  if  expemte  be  no  objecl>  the  ladies'  l>e<l-ba[h 
mny  be  placed  uniier  her ;  otherwise  an  ordinary  bed-pan  may  be  used. 
The  quantity  ot  Ruid  injected  should  be  at  least  a  (|uait. 


hydrostatic  douche  tin,  fitted  with  india-rubber  tubing  and 
a  glass  vaginal  pipe  (see  Fig.  45). 

Another  very  effectual  method  of  treatment,  even  from  the 
first,  is  to  douche  with  weak  perchloride  lotion  (i-sooo), 


DISEASES   OF   WOMEN. 


followed  immediately  by  a  douche  of  permanganate  of  zinc 
(gr.  aj-S  to  the  pint). 

It  is  often  an  advantage  in  subacute  or  chronic  cases  to 
make  applications  to  the  vaginal  mucous  membrane,  once 
or  twice  a  week,  through  a  Fergusson's  speculum. 

I  have  found  the  following  method  useful : — 

Pass  Fergusson's  speculum,  and  pour  in  warm  corrosive 
sublimate  solution  (i-iooo).  Manipulate  the  speculum 
(by  partially  withdrawing  it  and  passing  it  completely  again) 
so  that  the  fluid  comes  in  contact  with  the  whole  surface. 
Pour  off  the  sublimate  solution,  and  apply  a  solution  of 
sulphate  of  copper  (to  per  cent.)  similarly.  The  patient 
uses  vaginal  injections  herself  in  addition  to  this  treatment. 

When  there  is  much  soreness  or  irritation  present,  she 
should  be  directed,  after  each  injection,  to  inject,  by  means 
of  a  ball  syringe  with  a  long  nozzle,  about  3j.  of  water  in 
which  oxychloride  of  bismuth  is  suspended. 

Vaginismus. 
This  name  is  given  to  a  condition  where  painful  spasm  of 
(he  muscles  round  the  vaginal  orifice  is  set  up  by  attempts 
tt  sexual  intercourse.  Coitus  may  thus  be  either  rendered 
dAcub,  or  impossible.  Sometimes  merely  touching  the 
nha  B  sufficient  to  cause  the  spasm.  In  bad  cases  the 
—CHI  otends  to  the  muscles  of  the  body  generally. 
TMJiTHHiTT  may  be  either  primary  or  secondary. 

t^  fi^mj  vi^Htsmtii  no  local  cause  can  be  discovered 
^^^0,  for  ihe  condition.    The  disease  is,  in  fact,  a 

^^^^fuiasmussOTDe  local  cause  is  present. 
^^^^^^n  find  some  one  of  the  following  con- 
nil'  -.^  ^.^y^Sauihood  of  the  vaginal  orifice,  e^., 
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An  indaramation  of  part  of  the  hymen. 

A  urethral  caruncle. 

Vulvitis,  or  vaginitis,  or  both. 

Little  ulcers  round  the  vaginal  orifice. 

All  these  conditions  may  occur  without  causing  vagin- 
ismus. It  is  only  when  the  pain  caused  by  touching  the 
diseased  part  is  so  severe  as  to  set  up  spasm  of  the 
muscles  round  the  vaginal  orifice,  that  we  call  the  con- 
dition vaginismus. 

The  subjects  of  it  are  usually  of  an  emotional  tempera- 
ment. 

Treatment. — In  secondary  vaginismus  we  endeavour  to 
remove  the  cause.  Vulvitis,  vaginitis,  and  urethral  caruncle 
are  to  be  treated  as  advised  elsewhere,  If  there  is  a  fissure, 
the  patient  should  be  placed  under  the  influence  of  an 
anaesthetic,  and  the  vaginal  orifice  forcibly  dilated  with  the 
fingers,  or  by  means  of  vaginal  dilators.  If  little  ulcers  are 
present,  they  should  be  touched  with  the  actual  cautery ; 
this  may  cure  them,  but  in  some  cases  they  reappear.  In 
primary  vaginismus  forcible  dilatation  may  be  tried,  but  with 
only  a  very  moderate  expectation  of  a  cure  resulting ;  in 
some  cases  even  the  degree  of  dilatation  incidental  to  the 
birth  of  a  child  fails  to  cure.  Sometimes  primary  vagin- 
ismus disappears  spontaneously. 

In  all  cases  of  vaginismus  there  is  dyspareunia  (pain  on 
coitus);  but  dyspareunia  is  not,  in  all  cases,  accompanied 
by  vaginismus. 

I  have  seen  two  moderately  severe  cases  of  dyspareunia, 
accompanied  by  vaginismus,  cured  by  dilating  the  vaginal 
orifice.  In  these  two  cases  no  cause  for  the  dyspareunia, 
other  than  the  vaginismus,  could  be  discovered. 
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TtJMOCKS  OF  IHE   VaGIKA. 


All  wmours  originating  in  the  ^-agtoa  are  rare,  and  we 
need  do  no  more  than  mention  that  the  following  may  be 
met  with: — 

Cysti,  usually  found  on  the  anterior  wall  of  the  vagina, 
and  about  the  size  of  a  wahrat.  They  conuin  a  clear 
yellowish  fluid.  Sometimes  the  fluid  is  of  a  brownish 
colour,  suggesting  that  the  origin  of  the  cyst  may  have 
been  an  extravasation  of  blood. 

I  once  saw  a  case  where  a  cyst  of  the  anterior  vaginal 
wall,  about  the  size  of  a  duck's  egg,  was  present  as  a 
complication  of  pregnancy  at  rather  more  than  the  eighth 
month ;  it  projected  outside  the  vulva.  As  it  seemed  not 
unlikely  that  it  might  occasion  some  trouble  at  the  confine- 
ment, it  was  decided  to  treat  it  at  once  by  incision  and  the 
anplication  of  pure  carbolic  acid  lo  the  lining  membrane  of 
the  cyst,  The  interesting  point  is  that  this  trivial  operation 
Memed  to  '>""8  a''°"'  labour,  as  this  came  on  two  days 
flerwards.  ISo'h  niother  and  child  did  quite  well.  The 
shows  that  even  the  slightest  0[x:raiLons  on  the  vagina 


should  be  postponed,  ai  all  events,  to  % 
if  labour  should  come  on,  the  child  would 


during  pregnancy 

K-  tA*h  h*  WT^■tW- 

r^l/  Aiiww"  V'*'  vagina.— IxiZ'x  are  very  rare.     I 

'"'''  "'    -^  (^  with  one  case."    The  tumour  was 

'**'*'  ^    *^  ccflcral'y  arc)  on  the  anterior  wall. 

ftm^  *      .  — »W  /l'i^t*<"-— ^'"'^^'"   carcinoma    or    sar- 

*■  "   ***"*, *«w«.    More  frequently,  when  there 

ef  l*iC  ''V'""'  '^  '*  secondary  lo  malig- 

V>)K<S>'-'^  due  lo  a  suppurative 
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pelvic  cellulitis,  or  a  suppurating  h hematocele,  often  open 
into  the  vagina  (see  case  of  S.  J.,  in  Chapter  XIV.,  for 
example).  But  the  course  of  events  there  is  plain.  Here 
it  is  only  intended  to  mention  abscesses  thai  have  not 
originated,  as  far  as  can  be  ascertained,  from  any  of  the 
ordinary  conditions  causing  pelvic  abscess. 

The  following  case  will  illustrate  what  is  meant : — 

Sarah  G.,  age  ig,  manicit  twelve  years,  six  children,  the  last  bom 
November  30th,  188S ;  five  miscarriages,  the  last  three  years  ago ;  was 
admitted  to  Ihe  London  tiospital  on  January  30th,  1SS9,  un  account 
of  a  tumour  in  the  vagina. 

At  the  last  confinement  but  one  the  child  was  stillborn,  and  at  the 
last  coolinement  only  lived  foily-cight  houts.  ChloroTorm  was  given  on 
each  occasion. 

About  four  months  ago  %he  felt  a  lump  about  the  size  of  an  ^g  in 
the  front  passage ',  she  says  it  came  suddenly ;  she  was  standing  up 
when  she  first  noticed  it ;  she  eiperienced  great  pain  at  the  time,  and 
felt  faint 

Her  last  confinement  was  an  extremely  diScDlt  one  ;  she  was  attended 
by  Dr.  'Walter  and  Dr.  Turtle,  who  foond  a  lump  in  the  passage 
olistructing  the  descent  '□f  the  child. 

Prrstnl  ilale— Abdominal  (xami>iatiaii.~1\xxe  is  a  hard  body  to 
be  felt  in  the  hypogaslrium  in  the  middle  line  about  on  a  level  with 
the  brim  of  ihe  pelvis.  This  was  shown  by  subsequent  examination 
to  be  the  uleras. 

I'agiitAI  ixamitialien.—Oa  inspection  a  convex  smooth  lump  is 
seen  just  within  the  orifice  of  the  vagina.  It  is  found  to  lie  beneath 
the  mucous  membrane  of  the  posterior  vaginal  wall.  The  lump  extends 
up  almost  as  far  as  the  finger  can  reach,  forming  a  mass  between 
the  rectum  and  vagioa  al  least  1^  inches  thick.  The  lowest  part  of 
the  tumour  extends  to  wilhin  an  inch  of  the  vaginal  orifice.  Every- 
where the  vaginal  raucous  membrane  over  the  mass  has  its  normal 

The  uterus  can  with  difficulty  be  reached  ;  il  is  very  high  up,  and 
quite  separate  from  the  tumour,  though  pushed  up  by  it.  There  are 
numerous  cicatricial  bands  in  the  upper  part  of  the  vagina  (no  doubt 
due  to  Ihe  diilicull  delivery  already  referred  lo). 

The  lower  end  of  Ihe  mass  has  some  mobility,  but  the  attached  pail 
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U  fixed.  The  tumour  appears  to  spring  from  Ihe  light  aide  of  ihe 
pelvis  between  the  vftgitia  luid  rectum,  uid  it  reaches  almost  to  the 
left  side. 

As   r^Brd»  coosiatcnce   the   lump  is  haid   in  puts,  and  in  parts 

The  case  was  seen  by  many  observers,  among  others  \>j  Dr.  John 
Williams  and  Dr.  Herman,  and  the  general  opinion  was  that  the 
tumour  was  a  malignant  one. 

She  gained  6  lb,  in  weight  between  February  7th  and  March  ilsl. 

On  the  latter  date  a  tjocar  was  inserted  into  the  tumour  (which  was 
exactly  in  the  same  condition  as  first  described},  aiid  about  an  ounce  of 
yellow  pus,  free  from  any  smell,  came  out. 

On  Marth  25/*.— A  trocar  was  again  inserted,  and  after  two  un- 
successful attempts,  the  abscess  cavity  was  found.  A  director  was 
now  passed  alongside  of  the  canula,  and  a  bistonry  guided  along  it 
then  made  an  opening  large  enough  to  admit  the  linger.  Two  yellow 
lumps  about  the  size  of  half  a  walnut  came  out  of  the  cavity  besides 
a,  small  amouDt  of  pus.  The  lumps  bad  the  consistence  of  recent 
blood-clot,  but  they  were  yellow.  The  cavity  having  been  washed  out 
with  iodine  water,  a  drainage  tube  about  three  to  four  inches  long  was 
inserted,  Ibe  lower  end  of  the  lube  being  stitched  to  the  edges  of  Ihe 
opening. 

The  wall  of  the  abscess  was  remarkably  thick,  so  that  some  difficulty 
was  met  with  in  actually  reaching  the  cavity  with  the  trocar. 

The  patient  did  quite  well,  and  nent  out  on  April  37th.  I  examined 
her  in  November  i3S9  ;  there  was  thickening  in  the  position  occupied 
by  ibe  abscess.     She  was  quite  well  in  herself 

An  abscess  may  also  form  occasionally  between  the 
anterior  vaginal  wall  and  the  urethra ;  and  it  may  open 
into  the  urethra.  I  have  menttotied  a  case  of  this  kind  in 
Chapter  XVIII. 

Treatment. — Vaginal  cysts  may  sometimes  be  con- 
veniently dissected  out  entire.  Large  vessels  may  be  met 
with,  partictilatly  if  the  cyst  is  situated  high  up  in  the  vagina. 
In  dissecting  out  a  cyst  the  sise  of  a  Tangerine  orange  from 
beneath  the  posterior  w""'  me  of  its  attach- 

ments high  up  near  ill  1  to  leave  several 
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pairs  of  Wells's  forceps  on  bleeding  points  for  forty-eight 
hourS. 

The  case  was  sent  to  me  by  Dr.  Reynolds,  of  Dulwich, 
and  did  quite  well. 

Vaginal  cysts  may  also  be  treated  by  cutting  out  a  piece 
of  the  cyst  wall,  and  applying  pure  carbolic  acid,  or  tincture 
of  iodine,  to  the  interior  of  the  cyst. 

Fibroid  tumours  may  be  dissected  out  entire,  as  in  my 
case  referred  to  above. 

When  there  is  reason  to  think  that  malignant  growths 
found  in  the  vagina  are  the  primary  and  only  ones  present, 
and  their  situation  is  such  as  to  admit  of  their  removal 
without  much  risk,  this  may  be  done. 
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CHAPTER   VIII. 
Prolapse  of  the  Vagina.     Prolapse  of  the  Uterus. 

Prolapse  of  the  TOginol  walla.— This  is  an  exceedingly 
common  condition.  Either  the  anterior  vaginal  wall  alone, 
or  the  posterior  vaginal  wall  alone,  may  prolapse ;  or  both 
may  come  down  simultaneously. 

Prolapst  of  the  anttrior  vaginal  wall  is  called  eystoceie, 
because  the  attachment  of  the  bladder  to  the  anterior 
vaginal  wait  is  so  intimate,  that  when  the  latter  prolapses 
the  bladder  must  descend  at  the  same  time. 

Prolapse  of  the  pusUrior  vaginal  wall  may  or  may  not 
be  rfdoctlt,  because  the  attachment  between  the  posterior 
vaginal  wall  and  the  rectum  is  not  so  intimate  as  that 
between  the  anterior  vaginal  wal!  and  the  bladder;  it  is 
possible  for  the  posterior  vaginal  wall  to  prolapse  without 
carrying  a  pouch  of  the  rectum  with  it. 

When  the  vaginal  walls  prolapse,  more  or  less  secondary 
prolapse  of  the  uterus  generally  occurs  asa  consequence,  as 
will  be  explained  further  on. 

Prolapse  of  the  uteruB.  Procidentia. — By  this  is 
meant  that  the  uterus  occupies  a  lower  position  than 
natural. 

As  regards  degree,  when  the  uterus  has  partly,  or  wholly, 
passed  the  orifice  of  the  vulva,  the  case  is  called  one  of 
"  proddtntia." 

When  the  uterus,  though  lower  than  normal,  still  lies 
wholly  within  the  vagina,  tht;  case  is  one  simply  oT 
prolapse* 
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In  extreme  cases  of  procidentia  the  whole  uterus  lies 
outside  the  body,  being  contained,  as  it  were,  in  a  bag 
formed  by  the  inverted  vagina.  In  such  cases  there  is  a 
mass,  the  size  perhaps  of  a  cocoanut,  outside  the  vulva. 
The  OS  uteri  is  seen  somewhere  near  the  middle  of  the 
mass,  and  the  body  of  the  uterus  can  be  felt  in  the  hinder 
half  of  it ;  often  both  ovaries  can  be  made  out  as  well  (Figs. 
46  and  48). 


Fio.  46.— Complele  PtociJenlii  Ulcri  (Schroeder). 

Nblt.  —  l.  The  retroRexed  jxisition  of  [he  uterus ;  this  position  is  ihe 

invariable  rule,  except  when  the  ulerus  has  been  fixed  in  a  position  of 

anteflerion  previonaly  by  adhesions.     Practically  the  ulerus  is  always 

relroHexed  in  coses  of  procidentia. 

2.  The  complele  inversion  of  the  vaginn. 

3.  The  position  of  the  bladder. 

4.  The  position  of  Douglas's  pouch. 

Etiology  of  prolapae  of  the  uterus.— Suppose  we 
compare  the  peritoneal  cavity  to  an  oval  elastic  bag,  with 
the  uterus  attached  to  the  wall  at  the  lower  part  of  the  bag  ; 
then,  on  looking  at  the  diagram  (Fig.  47),  it  will  be  evident 
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perineum  only  delays  the  descent  of  the  uterus  ;  time  is 
required  for  the  perineum  to  stretch ;  but  given  this,  it  will 
do  so,  and  the  uterus  pass  out,  just  as  the  head  does  in 
labour  r  the  motive  power  in  the  latter  case  being  the 
uterine  contractions ;  whereas,  in  cases  of  prolapse,  it  is 
some  one  of  the  three  causes  given  above,  as  producing 
force  in  the  direction  of  the  arrow  in  the  diagram. 

Etiology  of  prolapse  of  the  vaginal  weJls.^Similarly, 
rupture  of  the  perineum  only  fdcilitales  prolapse  of  the 
vaginal  walls,  the  only  essential  txciting  cause  of  their  pro- 
lapse being  increased  intra-abdominal  pressure,  as,  for 
example,  during  muscular  efforts.  Other  predisposing 
causes  of  prolapse  of  the  vagina  are,  in  the  case  of  the 
anterior  vaginal  wall,  an  habitually  full  bladder,  and,  in  the 
case  of  the  posterior  vagina!  wall,  an  habitually  overloaded 
rectum.  Most  cases  of  prolapse  of  the  uterus  are  secondary 
to  prolapse  of  the  vaginal  walls. 

Symptoms  and  diagDOsis. — The  symptoms  are  often 
slight  and  unimportant ;  there  is  usually  more  or  less 
"  bearing  down "  and  feeling  of  weight  in  the  pelvis. 

But  in  extreme  cases,  where  the  whole  uterus  and  its 
appendages  lie  outside  the  body  in  the  inverted  vagina, 
the  patient  often  complains  of  little,  except  the  incon- 
venience of  having  a  big  lump  between  her  legs.  As  the 
late  Dr.  Matthews  Duncan  pointed  out,  this  fact  (which 
any  one  can  verify  for  himself,  as  the  cases  are  common 
enough)  makes  it  very  hard  for  us  to  believe  that  grave 
symptoms  can  be  caused  by  comparatively  slight  displace- 
ments of  the  uterus,  for  in  this,  the  greatest  of  all 
displacements,  symptoms  are  usually  so  slight. 

Some  difliculty  in  emptying  the  bladder  is  another 
symptom  often  met  with. 

The  patient  has  not  uncommonly  found  out  for  herself 
that  she  can  manage  better  when  she  presses  the  lump  up. 


It    IK  mniirttahlfr    that   m  <=;s';: 
to  «har  we  should  expect,   ibkisi 


itnuoooi  ia  not    auoilf 


'  at  once  'ibnoas. 


Alt  iv^wim  (tia^^oMls,  this  is   jsaai 

•oJI,  it  aiinbt  pnuiht^'  Iw  uleen  fnr  j.  171E  or  oibtr  li 
Scaring  in  the  anterior  vnguial  wall ,  tmi  jny  dDofat  c 


once  be  cleared  up  by  poMii^  the  found  into  the  blai 
and  being  able  tn  feci  ihe  point  at  every  {lati  of  the  s 
inf-,  with  only  the  wall  of  the  bladder  and  vagina  betwi 
the  sound  and  the  linger. 

In  cases  of  procidentia,   the  presence  of  the  os    uteri 
makes   the   nature  of  the   case  at  once   evident.    Often 
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there  are  extensive  ulcerations  on  the  inverted  vaginal 
wails  from  the  friction  against  the  clothes  (Fig.  48). 

On  passing  the  sound  into  the  uterus  it  usually  passes  a 
good  deal  farther  than  the  normal  distance,  often  four  to 
four  and  a  half  inches,  or  more-  The  elongation  is  partly 
due  to  hypertrophy  of  the  uterus,  but  most  of  it  is  due 
to  stretching. 

The  usual  order  of  events  in  cases  of  procidentia  has 
been,  first,  prolapse  of  the  vaginal  walls,  which  causes 
traction  on  ihe  cervix  at  the  vaginal  reflection.  Now  the 
uterus  does  not  descend  freely  under  the  influence  of  this 
traction  ;  it  is  for  a  time  held  back  by  the  broad  ligaments, 
and  utero-sacral  ligaments.  In  time,  however,  these  stretch 
to  an  extent  sulTicient  to  allow  the  whole  uterus  and  its 
appendages  to  lie  outside  the  vulva.  The  only  limit  to  the 
dessent  of  the  uterus  is  the  degree  to  which  the  walls  of 
ibc  inverted  vagina  will  stretch. 

On  this  factor  it  depends  whether,  in  cases  of  procidentia, 
the  whole  uterus  lies  outside,  or  only  part  of  it;  if  the 
vaginal  walls  are  short,  so  that,  when  completely  inverted, 
the  vagina  forms  a  bag  of  little  depth,  and  the  uterus  is 
large,  the  sound  passing  four  and  a  half  inches  or  tnore, 
then  there  will  not  be  room  for  the  whole  uterus  In  the 
bag ;  if,  on  the  other  hand,  the  vaginal  walls  are  long,  or 
the  uterus  small,  the  bag  formed  by  the  inverted  vagina 
will  contain  the  whole  uterus. 

Treatment. — In  slight  cases,  either  of  prolapse  of  the 
uterus,  or  of  prolapse  of  the  vaginal  walls,  a  ring  pessary  of 
suitable  size  is  all  that  is  needed.  In  bad  cases,  such  as 
cases  of  procidentia,  a  ring  is  not  usually  retained.  The 
condition  that  must  be  satisfied  for  a  ring  pessary  to  suit 
the  case  is,  that  the  vagina  be  narrower  below  than  it  is 
above ;  if  either  on  account  of  rupture  of  the  perineum,  or 
by  stretching  of  an  unruptured  perineum,  it  has  come  about 
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that  the  vagina  is  as  capacious  below  as  it  is  above,  it  prac- 
tically forms  a  cylindrical  cavity,  like  a  cylindrical  jar  open 
at  the  bottom,  and  a  ring  that  will  just  go  easily  into  the 
top  has  nothing  to  prevent  it  falling  out  at  the  bottom.  It 
will  be  noticed,  when  a  ring  is  being  inserted,  that  it  is 
compressed,  so  as  to  pass  it  by  artifice  through  the  narrow 
vaginal  orifice ;  now,  so  long  as  the  vagina  is  nonnally 
capacious  above  and  narrow  below,  force  has  to  be  exer- 
cised to  make  it  come  out,  force  that  either  compresses 
the  ring  or  dilates  the  orifice ;  if  no  such  force  is  in  opera- 

k%    I 

Fic  49.— Ring  pess«y,  toadf  "(  waich  spring  covered  with  india- 
bber     lt>  •*"=  '^"'  ''  ''  ^""^  compressed  between  the  finecr  and 

"k  mb!  M  w*"*"  ^'""'  ^°  ^  i"'"^'"^"''  ^'  '=*  iinporiiiiit  to  keep  it 
«Med  till  it  h«s  P»s»«'  '^=  ""^'"^^  °'  ^^  vagina,  and  also  to  pus 

""''ilt^*Mds.    A  ring  pessary  may  be  left  b  for  tL.ee  loonths  at 

■f  iWe  force  in  operation  is  insufficient,  the  ring  is 
Qon,or«"'  ^  yp  (he  prolapsed  parts.  Hodge's 
teiMned,  mO  ^^  f^^  prolapse  in  the  same  class  of 
^'^^  "**''   -      but  it  generally  possesses  no  advantages 

*"**""*'  of  the  vaginal  walls,  especially 

^^^^'^VZiMt  ftsiary  (invented  originally  by 


Graily  Hewitt  for  anteflexion)  is  more  suitable  than  the 
ring  pessary  or  Hodge's  pessary. 

For  those  cases  in  which  a  ring  pessary  or  Hodge's 
pessary  is  useless,  Zwanke's  pessary,  sometimes  known  as 
the  "  butterfly  "  pessary,  may  be  tried.  It  is  well  not  to  use 
it  if  a  Hodge's  pessary  or  a  ring  pessary  will  suit  the  case, 
because  its  use  is  not  free  from  risk.  It  must  be  taken 
-  out  daily  by  the  patient.  If  this  is  not  done,  ulceration 
of  the  vaginal  walls  is  not  unlikely  to  occur  as  a  result  of 
pressure.  The  ulceration  may  be  so  extensive  as  to  pro- 
duce a  vesico -vaginal  fistula.     Still,  with  proper  precautions, 


Fit;.  50.— Cup  and  stem  pessary  (vulcanite),  with  bands  for  attaching 
to  the  waist-belt,  seen  in  the  nest  figure. 

The  patient  takei  out  this  pessary  at  betllime,  and  washes  II,  re- 
placing it  in  the  momioB  when  >he  gels  up, 

Zwanke's  pessary  is  certainly  capable  of  relieving  many 
cases  where  Hodge's  pessary  and  the  ring  pessary  have 
failed. 

In  still  more  severe  cases  of  prolapse,  where  neither 
Hodge's  pessary,  nor  a  ring  pessary,  nor  Zwanke's  pessary 
is  eiBcacious,  the  patient  has  a  choice  of  two  things^ 
either  she  may  use  a  cup  and  stem  pessary  (Fig.  50),  which 
takes  its  support  from  a  waist-belt,  or  she  may  have  some 
operation  done.  The  mildest  operative  procedure  is  an 
operation  to  restore  the  original  shape  of  the  vagina — that 
is  to  say,  to  make  it  once  more  narrow  below.     When  this 


htnmvtr,  i>h«  wean  ■  ring,  a  permanent  condition  of  com 
I*  oljUlned. 

I  l»«ve  »omo  t'Riivnt*  with  procidentia,  treated  in  this  way 
mitu  iltan  Icn  yean  qko,  lliat  have  remained  comfortable 
iii»  lo  the  [ircKnl  time. 

The  Um  )>lulJc  opernlion  of  the  kind  referred  to  is  that 
knuwn  M  /KiileHor  (olporrhaphy.  The  patient  being  in  the 
llttioliiniy  poKlilon,  a  trianKulat  |.ii:i.c  of  mucous  membrane 
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is  removed  from  the  posterior  vaginal  wall.  The  base  of  the 
triangle  is,  of  course,  at  the  junction  of  the  posterior  vaginal 
wall  with  the  skin  of  the  perineum,  and  the  apex  is  high  up 
the  posterior  vaginal  wall,  not  far  from  the  cervix.  Stitches 
are  then  passed  so  that  the  raw  surface  A  B  D  is  in  apposi- 
tion with  the  raw  surface  A  C  D.  The  effect  will  clearly  be 
a  considerable  narrowing  of  the  lower  half  of  the  vagina. 


I 


Fig.  52. — Dingrnmmaiic  tepresentalion  of  raw  surface  to  be  made  on 
the  poiiterior  vaginal  wall  in  the  operation  of  posterior  colponhaphy. 

In  some  cases  where  there  is  a  veiy  considerable  prolapse 
of  the  anterior  vaginal  wail,  and  little  or  no  prolapse  of  the 
posterior  wall,  the  area  of  the  prolapsed  wall  will  usually 
need  to  be  diminished  by  a  plastic  operation  before  a 
satisfactory  result  can  be  obtained.  For  in  such  cases  the 
prolapsed  wall  will  project  past  any  pessary,  or  through  it, 
md  so  appear  externally. 

Alexander's  Operation.— This  operation,  shortening 
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the  round  ligaments,  has  been  recommended  (i)  for  pro- 
lapse of  the  uterus,  {2)  for  retroversion  of  the  uterus. 

^s  regards  doing  this  for  rttroverston,  we  shall  see  in  the 
chapter  on  Versions  and  Flexions  that  retroversion  is  only 
of  importance  (a)  as  a  part  of  prolapse,  and  {i)  when  the 
retroverted  uterus  is  incarcerated  in  Douglas's  pouch. 

Both  these  conditions  can  generally  be  remedied  by  the 
use  of  a  suitable  pessary  (usually  the  watch-spring  ring),  the 
uterus  being  first  replaced  by  the  sound.  If  a  vaginal 
pessary  will  not  stop  in,  on  account  of  wideness  of  the  lower 
part  of  the  vagina,  this  can  be  remedied  by  artificially 
narrowing  the  lower  part  of  the  vagina  by  a  plastic  operation. 

As  regards  Alexandn's  operation  for  prolapst  of  the  uterus. 
Take,  for  the  sake  of  argument,  an  ordinary  case  of  pro- 
cidentia uteri,  where  there  is  a  large  mass  outside  the  vulva 
— in  such  a  case  the  sound  passes  four  or  (ire  inches.  The 
fundus  of  the  uterus  is  no  doubt  to  a  greater  or  less  degree 
below  its  normal  level  in  the  pelvis,  for  it  may  be  outside 
the  vulva  in  the  inverted  vagina.  Still,  supposing  the 
fundus  of  the  uterus  to  be  pulled  up  to  its  normal  position 
by  shortening  the  round  ligaments  {drawing  them  up  through 
the  inguinal  canal,  fixing  them  there,  and  cutting  off  the 
superfluous  portions),  this  will  not  alter  the  fact  that  the 
uterus  is  four  or  five  inches  long.  Therefore,  though  ihe 
fundus  may  be  at  its  proper  level,  the  cervix  will  still  be 
low  down,  and  the  vaginal  walls  will  still  probably  protrude 
outside  the  vulva;  the  operation,  therefore,  is  far  from 
being  a  complete  remedy  for  the  condition. 

The  operation  is,  besides,  one  that  is  by  no  means  free 
from  danger.  The  conditions,  for  which  the  operation  is 
suggested,  have  no  tendency  to  shorten  life,  and  at  most 
make  the  patient  uncomfortable;  moreover,  several  harmless 
methods  of  treatment  that  will  secure  the  patient's  comfort 
are  at  our  disposal.     For  these  reasons  I  have  never  fett 
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Justified  in  recommending  a  patient  to  have  the  operation 
performed,  and  have  never  done  it.  I  myself  know  of  two 
cases  ending  fatally,  one  in  two  or  three  days  afler  the 
operation. 

Hysteropexy.— This  is  an  operation  which  may  some- 
times be  advisable  in  cases  of  procidentia  uteri.  There  are 
various  methods  of  performing  il.  The  essential  principle 
is  to  suture  the  fundus  uteri  to  the  abdominal  wall.  The 
abdomen  is  opened  in  the  middle  line  in  the  usual  way. 
The  fundus  uteri  is  pulled  up  with  a  volsella,  or  with  some 
similar  instrument.  A  sillt  suture  is  then  passed  with  a 
curved  needle,  held  in  a  needle-holder,  at  the  lower  angle 
of  the  wound,  as  follows  :— first  through  the  rectus  and 
parietal  peritoneum  of  one  side,  then  transversely  throiigh 
the  fundus,  rather  nearer  to  the  anterior  than  the  posterior 
aspect  of  the  uterus.  Care  is  to  be  taken  not  to  pass  the 
needle  so  deeply  as  lo  enter  the  uterine  cavity.  After 
emerging  from  the  uterus,  the  needle  is  then  passed  through 
the  parietal  peritoneum  and  rectus  of  the  opposite  side. 
Sometimes  one  suture  is  enough.  If  not,  another  may  be 
passed  near  the  first,  and  in  a  similar  manner.  The  uterus 
being  held  in  the  desired  position,  the  suture  is  tied  and 
the  ends  cut  short.  The  rest  of  the  abdominal  wound  is 
closed  in  the  usual  way.  It  is  important,  in  the  case  of 
a  woman  who  may  possibly  become  pregnant  subsequently, 
lo  pass  the  suture  or  sutures  rather  on  the  anterior  aspect 
of  the  fundus  than  on  the  posterior  aspect.  If  the  sutures 
are  passed  on  the  posterior  aspect,  and  the  patient  should 
become  pregnant,  the  anterior  wall  of  the  uterus  may  be 
prevented  rising  up  as  it  should  do  in  the  course  of  the 
development  natural  in  pregnancy  :  yet  it  nevertheless  under- 
goes great  hypertrophy.  The  result  has  been  in  some  cases 
that  the  hypertrophied  anterior  wall  of  the  uterus  has  formed 

tumour,   blocking  up  the  entrance  to  the  pelvis,  and 
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producing  an  insuperable  obstacle  to  the  passage  of  1 
child.  In  some  such  cases  Csesarean  section  or  Pom 
operation  has  had  to  be  performed. 

When  the  operation  is  performed  as  here  described,  the 
ultimate  result  is  to  produce  a  ribbon-shaped  adhesion  some 
two  inches  long  between  the  fandus  and  the  abdominal 
wall.  The  suture  or  sutures  have  been  found  encysted  in 
the  middle  of  this  adhesion. 

A  consideration  of  the  condition  of  the  parts  in  a  marked 
case  of  procidentia  will  make  it  clear  that  hysteropexy  alone 
will  rarely  be  an  absolute  cure  for  the  condition.  Probably 
some  form  of  colporrhaphy  to  narrow  the  lower  part  of  the 
vagina  will  be  necessary,  in  consequence  of  the  relaxed  and 
hyperlrophied  condition  of  the  vaginal  walls  usually  met 
with  in  cases  of  the  kind. 


Table   showing   the  Etiology   of   Prolapse   of  Tifl 
Uterus  and  Prolapse  of  the  Vaginal  Wali-s. 

Prolapse  of  the  nteras. 

Exdting  cause. — Force  acting  in  direction  A  B  in  I 
diagram,  page  146,  which  may  be  either  :— 

1.  Increase  of  the  general  intra-abdominal  pressure. 

2.  Traction  from  below,  as  by  the  prolapsing  vaginal  w 

3.  Increase  of  the  weight  of  the  uterus. 
Predisposing  muses : — 

Rupture  of  the  perineum. 

Relaxation  of  the  soft  parts  by  recent  labour. 

Absorption  of  fat  from  the  soft  parU  in  the  pelvis  1 

old  age. 

laborious  employments,  chronic  cough,  etc. 
Frolapss  of  the  vaginal  walls. 

£xa'(ing  f<j«jc.— Increase  of  the  general  intra-abdomin^ 
pressure. 
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Predisposing  causes : — 

Habitually  full  bladder  (the  presence  of  a  small  ovarian 

tumour  acts  similarly;    see    Chapter   XVI.   for   an 

instance  of  this). 
Habitually  loaded  rectum,  in  addition  to  the  predis- 

l.K)sing  causes  of  prolapse  of  uterus  given  above. 
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CHAPTER    IX. 

Diseases  of  the  Uterus, 
Inflammation. 
Cervioal  endometrltia.      Corporeal  endomel 

Inflilmmation  may  affect  the  mucous  membrane  of  the 
cervix  only,  when  it  is  known  as  a-rvkal  endometritis ;  or 
it  may  affect  the  mucous  membrane  of  the  body  of  the 
uterus,  and  it  is  then  called  corporeal  endometritis. 

Cervical  Endometritis. 

Etiology. — This  disease  is  much  commoner  in  women 
who  have  had  children  than  in  nulliparie,  the  starting-point 
in  most  cases  being  injuries  inflicted  on  the  cervix  during 
labour.  In  such  cases  the  whole  thickness  of  the  cervix 
is  necessarily  more  or  less  involved  in  the  inflamma- 
tion, whereas,  in  the  cervical  endometritis  of  nuUipartc, 
the  inflammation  is  more  strictly  limited  to  the  mucous 
membrane. 

/Vei/<>/M/«;fc«/«M  are  those  which  predispose  to  inflam- 
mation of  mucous  membranes  in  other  situations,  such  as 
the  strumous,  rheumatic,  or  gouty  constitution. 

Exdting  causes  are  :— 

I.  Injury,  either  during  labour,  or  .at  some  other  time, 
by  the  use  of  instruments,  the  sound,  lents,  etc. 

s.  Extension  from  vaginitis,  simple  or  gonorrhoeal. 

While  there  is  no  doubt  that  this  extension  often  occurs, 


CERVICAL   ENDOMETRITIS, 


159 


it  is  very  striking  to  obsen-e  how  a  purulent  vaginitis  will 
sometimes  remain  strictly  limited  to  the  vagina,  the  secre- 
tion in  the  os  uteri  remaining  typically  healthy ;  and  this, 
although  the  vaginal  portion  is  lying  constantly  in  a  pool 
of  pus. 

3.  Coldt  especially  during  a  menstrual  period. 

Symptoms,— The  only  essential  one  is  the  presence  of 
a  discharge"  which  attracts  the  patient's  attention.  There 
may  be  many  other  symptoms  present  in  the  case  due  to 
associated  morbid  conditions,  but  the  only  symptom  caused 
by  the  cervical  endometritis  itself  is  a  discharge. 

Normally,  the  secretion  of  the  cervical  glands  is  clear 
and  viscid,  like  unboiled  white  of  egg ;  when  there  is 
cervical  endometritis,  this  secretion  changes  its  character, 
and  becomes  either  (n)  opaque  and  white,  in  cases  of  slight 
catarrh ;  or  {h')  opaque  and  yellow,  if  the  inflammation  is 
more  severe. 

Dia^osis.^This  is  made  by  passing  a  speculum,  and 
observing  the  character  of  the  secretion  within  the  external 
OS.  Often  some  opaque-white  viscid  discharge  will  be  seen 
in  the  vagina,  when  the  secretion  just  within  the  external  os 
is  healthy,  i.e.,  transparent.  It  seems  to  be  the  case  that 
when  the  healthy  secretion  of  the  cervical  glands  lies  in  the 
vagina  it  becomes  opaque.  Our  diagnosis  of  cervical  en- 
dometritis rests  on  the  kind  of  secretion  actually  within  the 
external  os.  If  this  be  opaque  and  white,  there  is  catarrh 
of  the  cervical  mucous  membrane ;  if  opaque  and  yellow, 
the  inflammation  is  more  severe. 

If  the  thickness  of  the  cervix  is  much  involved  in  the 

*  The  term  "  leuconhcca"  is  often  used  in  describing  this  sj'mplom. 

Elymologicolly,  of  course,  il  ought  lo  mean  a  while  ilischarge,  but 

practically  it  has  come  lo  be  uied  lalhec  loosely,  anil  lo  mea.a  i  while 

r  yellow  dischnrge.      It  Li  belter,  therefore,  not  to  use  il,  bul  ralhet 

I  tlie  English  ailjecdve  describing  [he  actual  discharge. 
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inflammation,  the  finger  notices  increased  size  of  the  vaginal 
portion,  and,  in  chronic  cases,  induration  of  it.  Little 
prominences,  the  size  of  shot,  are  often  to  be  felt  not  only 
immediately  around  the  external  os,  but  also  on  the  vaginal 
portion  at  some  distance  from  the  os.  Through  the  specu- 
lum these  are  seen  to  have  a  pearly-grey  colour.  They  are 
little  retention  cysts,  and  are  called  ovuh  Nabolhi;  their 
origin  will  be  considered  further  on. 

Erosion  of  the  cervix.— In  many  women  the  speculum 
shows  a  red,  slightly  depressed  area,  of  greater  or  less 
extent,  immediately  round  the  external  os.  This  was  for- 
merly called  "  ulceration  "  of  the  cervix,  and  was  vigorously 
treated  with  various  remedies.  It  must  be  admitted  that 
such  areas  are  deviations  from  the  normal  type,  and  that, 
in  many  cases  at  least,  they  may  be  considered  as  originat- 
ing in  an  inflammation  affecting  the  area  occupied  by  the 
erosion,  and  at  the  same  time  affecting  the  whole  cervical 
mucous  membrane. 

On  the  other  hand,  slight  erosions  are  very  commoaly 
observed  where  we  liave  the  secretion  within  the  external 
OS  quite  transparent,  and  therefore  healthy. 

The  character  of  this  secretion  must  be  taken  as  a  test 
of  their  importance  in  any  particular  case.  If  we  see  a 
slight  erosion,  but  yet  have  the  secretion  within  the  external 
OS  healthy,  we  may,  if  we  like,  regard  the  erosion  as  an 
abnormality,  but  it  certainly  is  not  one  that  requires  any 
treatment.  If,  on  the  other  hand,  the  secretion  is  morbid, 
opaque-white,  or  opaque-yellow  (and  in  such  cases  the 
erosion  is  usually  of  greater  extent  than  in  the  cases  where 
the  cervical  secretion  is  healthy),  we  are  justified  in  applying 
the  local  treatment  about  to  be  described,  and  such  treat- 
ment must  be  directed,  not  only  to  the  erosion,  but  to  the 
whole  of  the  cervical  canal  as  far  up  as,  but  not  beyond,  the 
internal  os. 
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Pathology  of  eroBions.— Normally,  the  cervical  canal  is 
lined  by  a  single  layer  of  cubical  epithelium  (ciliated  on  the 
summits  of  the  ridges,  but  not  in  the  depressions  between 
them).  The  epithelium  maintains  this  character  till  within 
a  line  or  two  of  the  external  os.  The  epithelium  imme- 
diately round  the  external  os  is  squamous  and  stratified. 
FHrther,  it  is  necessary  to  remember  that  while  there  are 
ntimetous  racemose  glands  opening  into  the  cervical  canal, 
there  are  no  glands  on  the  vaginal  surface  of  the  vaginal 
portion.  When  an  erosion  exists,  however,  we  find  that 
over  the  area  occupied  by  it  there  is  only  a  single  layer  of 
cubical  epithelium,  in  place  of  the  several  layers  of  squamous 
epithelium  normally  found  round  the  external  os. 

While  opinions  differ  as  to  the  origin  of  this  single  layer 
of  epithelium  found  on  erosions  (some  thinking  that  it  is 
derived  from  the  glandular  epithelium  of  the  cervix  spread- 
ing down  over  the  erosion,  all  the  epithelium  normally 
there  having  been  shed;  others  believing  it  to  be  the. 
deepest  layer  of  the  epithelium  of  the  rete  Malpighii,  only 
the  epithelium  superficial  to  thisjiaving  gone),  there  is  no 
doubt  that  the  first  step  towards  the  production  of  an 
erosion  is  the  shedding  of  the  squamous  epithelium  in  the 
neighbourhood  of  the  external  os  under  the  influence  of  an 
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inflammatory  process,  which  at  the 
more  or  less  of  the  cervical  canal, 
origin,  the  single  layer  of  epitheltur 
a  glandular  function. 

Varieties  of  erosion. — These  an 

I.   The  simple. 

a.  The  papillary  or  villous. 

3.  7^  follicular. 

1.  The  simple  is  that  variety 

3sion  is  only  slightly  gram 


>ame  time  is  affecting 
Further,  whatever  its 
on  erosions  takes  on 


■here  the  surface  c 


.  The  papillary  is  that  where  the  epithelium  dips  down 
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pretty  deeply,  so    as    to    make  the  surface   more   or   I 
■  villous  (Fig.  S3). 


Fig.  S3.— Papillary  erosign  (Schroeder). 

3,  If  the  entrance  to  the  depressions  between  the  papillse 
becomes  obliterated,  closed  cavities  are  formed  ;  these  may 
become  distended  by  the  secretion  of  the  epithelium  {which, 


as  just  now  remarked,  takes  on  glandular  function 
the  retention  cysts  resulting  may  burst.  There  i 
afoUimlitr  erosion  (Fig.  54). 
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EVERSION  OF   THE  CERVICAL   MuCOUS  MEMBRANE. 

When  the  vaginal  portion  of  the  cen'ix  has  been  deeply 
lacerated  during  labour,  the  lips  of  the  cervix  gape,  and 
expose  the  cervical  mucous  membrane.  The  greatest 
degree  of  eversion  is  reached  when  there  has  been  lacera- 
tion on  both  sides  of  the  cervix  reaching  up  to  the  vaginal 
reflection.      The  exposed  mucous  membrane  is  red,  and 


I         reflectio 


the  appearance  presented  is  very  similar  to  that  of  a  rather 
extensive  erosion.  Its  true  nature  will  be  recognised,  first, 
by  noticing  with  the  finger  that  there  has  been  laceration. 
Suppose,  for  example,  that  there  has  been  a  deep  lacera- 
tion on  the  left  side  (the  most  usual  position,  on  account 
of  the  frequency  of  the  first  vertex  presentation),  then  the 
finger,  placed  in  the  situation  of  the  external  os  and  adjoin- 
ing part  of  the  cervical  canal,  finds  nothing  between  it  and 
the  vaginal  wall  on  that  side.  Secondly,  we  may  draw 
together  the  gaping  lips  of  the  cervix  with  two  hooks,  using 
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i^«Mi  tmi  Am  die  »iHMieat  erosioa  has 

«Hsd  Luiaua;  faoi  if  dxR  wms  eroskxi 

■  Aat  Ac  out  or  the  nd  sii>&:« 


■  <Bd  consM|neBtly  io  such 
oar  dwUMqie.  There  b  no 
I  of  4be  cervix  in  itsdf 
s  iBf  oAiB  'ii—"  OD^  Ab  discfauge. 
■itaMML — Fas  «c  hnc  to  decide  that  die  case 
t  «bae  ■wcat  is  jaaiMilr;  funber,  the  pouieiu^ 
i  to  be  CBDd  of  die  <faclMige  oqght  to  be  pro- 
:  Bo  xnaL  what  is^  after  all, 
taofit  lor  dkc  acnojaDDC  diat  die  daadaigt  mxj  accxaoa, 
a  TCTf  nniii  ailBeat  tn  itatX;  k  is  wcD  also  to  warn 
her,  befcte  comBCBCMig  a  comse  of  treaimeni,  that  it  is 
qaiie  rT****  «e  m^  not  be  aUc  to  core  her,  though 
we  mar  pnXtf  ceitainlT  diminidi  the  discharge  for  the 
time  to  a  gceat  eitajt;  and,  spin,  it  must  not  be  Tor^ 
gotten  tlut  after  SjifMrent  care  a  relapse  ol^en  takes 
pbce.  When  active  trenmeiii  has  been  decided  on,  we 
pass  FergussoD^  qieculum,  and  then  ascertain  the  exact 
direction  of  dK  cervical  canal  with  the  sound.  A  solution 
of  sulphate  of  ct^pei*  is  then  poured  into  the  speculum, 
so  as  to  conr  the  vaginal  portion ;  next  we  pass  through 
the  fluid  a  Pla)'fiuT's  probe,  thinly  dressed  with  wool, 
several  times  up  and  down  the  cemcal  canal,  not  passtfig 
it  farther  than  the  internal  os.  The  wool  on  the  probe 
takes  up  some  of  ihc  solution  each  lime ;  the  first  time  or 
two  the  copper  solution  thus  carried  up  acts  on  the  secre- 
tion in  the  cervical  canal,  coagulating  it,  and  so  rendering 
it  easy  to  remove ;  afterwards  any  more  of  the  solution 
»  The  HrcoBtli  of  ihc  solution  rtconnnendol  U  3ij.  iulphate  t 
Goppet  10  5J-  wiwrp 
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introduced    acts    on    the    cervical 

mucous    membrane    laid    bare    by 

the  coagulation  anj  removal  of  the 

secretion  previously  in   the  canal. 

This  is  the  best  mode  of  apply- 
ing local   remedies.     The  ordinary 

method   of  exposing  the  cervix  as 

before,  then  removing  the  secretion  . 

in  the  cervical  canal  with  a  series 

of  Playfair's    probes    dressed    with 

dry  wool,  and  then  applying  some 

remedy,  e.^.,  pure  carbolic  acid,  or 

tincture  of  iodine,  to  the  canal,  is 

less  satisfactory,  because  it  is  impos- 
sible by  simple  mechanical  means 
to  remove  the  viscid  secretion  com- 
pletely, and  to  ensure  the  remedy 
teaching  the  mucous  membrane. 

Any  one  can  prove  this  on  the 
dead  body,  when,  if  the  uterus  is 
cut  open,  it  will  be  found  difficult, 
by  rubbing  the  cervical  canal  with 
wool,  to  get  away  the  tenacious 
mucus.  Such  applications  as  have 
been  described  should  be  made 
twice  a  week  for  a  time,  and  the 
paiiunt  should  use  hot  vaginal 
douches  night  and  morning  as  well. 

If  this  treatment  does  not  succeed  '  ^ 

,  ,  ,  Plavpairs  Probb. 

in   three   or  four  weeks,  we  may 
I  try  a  rather  more  severe  measure,   Absorbent  wool  is  wmpptd 
I  r         !-•  L    .1  tiebtly   round    Ihc    ler- 

l  for  which  the  patient  must  remam        ■    ,  ■   ,.  . 

W  t       ,  miDAl    tnco   or   so ;    Ine 

|UI    bed    a   few   days.       A   stick    of       p,„be  k  then  ready  for 
d  zinc  sulphate  and  alum  (equal      nu. 
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parts)  ia  passed  into  the  cervical  canal,  but  no  farther,  i 
and  left  there  to  melt,  ihe  uppei-  part  of  the  vagina  being 
packed  with  tampons  soaked  in  carbonate  of  soda  to 
neutralise  the  acid  solution  as  it  comes  away ;  in  three 
hours'  time  (Matthews  Duncan)  the  tampons  are  removet 
and  a  vaginal  douche  given;  if  this  treatment  does 
succeed,  the  case  had  belter  be  set  down  as  incurabt^ 
and  the  patient  recommended  to  be  content  to  keep  thes 
discharge  from  being  very  great  by  using  hot  douchd 
containing  some  astringent,  such  as  alum  or  tannic  acid. 
It  may  be  added,  that  though  cervical  endometritis  is 
regarded  by  some  aa  a  cause  of  sterility,  it  has  probably 
little  or  no  share  in  producing  it.  It  is  a  common  experience 
to  find  patients  becoming  pregnant  in  whom  we  know 
there  is  a  cervical  endometritis.  Considering  how  often 
labour  is  the  start ing-pomt  of  the  disease,  we  may  take 
it  that,  if  cervical  endometritis  caused  sterility,  it  would  be  J 
rather  a  rare  thing  to  find  a  woman  who  had  had  more  tbaiH 
one  child.  fl 

CORPOKEAL   ENDOMETRJTIS. 

Etiology.— Inflammation  of  the 
the  body  of  the  uterus  due  lo : — 

Labour  or  utorlion,  especially  if  some  part  of  the  oi 
or  clots  are  left  behind. 

Extension    from    inflammation,    gonorrhteal    or 
lower  down. 

Direft  injury,  e.g.,  by  the  sound,  or  other  instrumenil 
such  as  intra-uterine  stem  pessaries,  or  tents. 

Inlra-uUrine  groivths. — Submucous   fibroidi 
polypi. 

Cold  during  menslruation. 
Certain  fevei 
Old  age. 
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Diagnosis. — It  is  often  impossible  to  say  whether  or 
not  there  is  corporeal  endometritis  in  any  particular  case. 
When  really  present,  it  causes  a  discharge,  white  or  yellow, 
according  to  the  severity  of  the  inflammation,  but  we  only 
see  this  as  it  comes  from  the  external  os,  and,  therefore, 
we  cannot  be  sure  that  it  does  not  come  from  the  cavity 
of  the  cervix  only. 

Certain  features  in  the  case  may,  hovfever,  incline  us  to 
the  opinion'  that  there  is  corporeal  endometritis.  These 
are: — 

1.  A  history  of  menorrhagia. 

2.  On  bimanual  examination  Gnding  the  body  of  the 
uterus  somewhat  enlarged  and  tender. 

J.  Finding  that  the  sound  passed  gently  causes  much 
more  pain  than  usual,  and  that  perhaps  a  blood-stained 
discharge  follows  its  withdrawal. 

All  these,  taken  together,  point  to  inflammation  involving 
the  mucous  membrane  of  the  body  of  the  uterus. 

In  some  few  cases  we  can  make  the  diagnosis  certain  by 
exploration  of  the  cavity  of  the  uterus  with  the  finger,  after, 
if  necessary,  dilating  the  cervix. 

In  the  following  cases  there  was  no  doubt  of  the  presence 
of  corporeal  endometritis. 

Casi  I. — M.  W.,  aged  35.  Maxiied  sixteen  ■jean;  twiitl  a  yeac 
after  muriage  ;  two  miscamages,  ttie  last  eleven  and  a  half  years 
ago.  Admitted  to  the  hospital  un  account  of  menorrhagia  of  fifleen , 
months'  duration.  She  had  been  under  my  care  in  the  out-palient 
deportment,  but  ha<l  obtained  no  lelief.  On  eiamination  the  uterus 
was  found  to  be  enlarged,  and  the  sound  posted  four  inches.  The 
uterus  -Kss  fteely  movable.  The  vaginal  poilion  of  the  cervix  was 
healthy.  The  cervix  was  lapidly  dilated  under  etlier  with  Ilegar's 
dilators.  On  passing  Lhc  finger  into  the  body  of  the  uterus,  soft, 
irregular  projections,  particularly  extensive  on  the  right  side,  were  met 
with.  Hiese  were  tborot^hly  icraped  away  with  a  blont-edged  spoon, 
inclure  of  ioiline  applied  to  the  interior  of  the  uterus.     PortionE 
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of  the  substance  lemDved,  on  microscopical  examination  aAcrwnrtJi, 
showed  a  glantiulnr  itniclurc  ;  very  large  insularly  shaped  cavities 
lined  with  columnar  epithelium,  in  a  single  layer,  were  seen  in  ihe 
e  temperature  after  dilalalioQ  remained  norma].  I  have 
a  this  patient  at  intervals  since;  she  is  now  reguUr,  and  does  not 


This  case  is  an  example  of  that  variety  of  endometritis 
called  villous  or  fungous  endometritis,  localised  hypertrophy 
of  the  uterine  mucous  membrane  giving  rise 'to  irreguht 
projections,  or  fungosilies  ;  henge  the  name.  Some  autho- 
rities refuse  to  recognise  this  condition  as  an  endometritis, 
regarding  the  condition  as  one  produced  by  new  growth 
rather  than  by  inflammation. 

Case  II.— S.J. ,  a  Jewess,  admitted  to  ihe  London  Hospital  in  labour, 
ineflectual  attempts  at  deliver?  having  been  made  outside.  Had  be«n 
in  labour  from  half-past  two  on  the  afternoon  of  May  mil,  l$36,  till 
six  p.m.  on  the  evening  of  the  I3(h,  when  I  saw  her.  The  ring  of 
ihe  Bandl  could  be  fell  a  hand's  breadth  above  the  pnbes.  Fecial 
heart  not  heard.  Forceps  having  (ailed,  delivery  by  perforalioa  and 
cephalotripsy. 

^/iy  Jlj/.  —  Ever  since  delivery  there  has  been  a  lump  to  be  felt 
reaching  up  lo  Ihe  umbilicus,  at  first  of  course  taken  to  be  (he  uterus, 
but  latterly,  as  the  pnlient  has  had  more  or  less  fever  ever  since  the 
conhnemenl,  thoikght  lo  be  due,  in  part  al  least,  lo  inflamniatory 
exudation.  To-day  padent  was  examineil  on  the  couch,  and  it  was 
ihen  found  Ihal  a  large  sound  could  be  passed  up  to  the  highest  |ioint 
of  the  tumour  in  Ihe  abdomen,  going  in  5t  inches,  thus  showing  Ihe 
.  lumour  to  be  the  lioily  of  the  uterus.  The  uterus  was  Ihen  washed  out 
W[ilh  carbolic  lulion  ;  the  lluid  that  returned  first  was  very  foul. 

June  ijrt. — To-day  a  yellow,  leathery  mass,  having  an  intensely 
fcEtid  odour,  two  inches  long  by  one  broad,  was  found  hanging  from 
the  cervix ;   it  was  twisted  off  with  cervix  forceps. 

Jnnt  24/*.— The  uterus  ilill  being  much  about  Ihe  siie  it  was  on 
May  3tsl|  and  the  palicnt'i  general  condition  unsatisfactory,  fever 
still  perjisling,  she  was  put  under  an  an^estlielic,  and  the  interior  of 
the  uterus  thoroughly  scraped  with  a  Recamici'a  curette.  Numerous 
yellow  Hakes,  intensely  otlenuve,  about  g'l  of  an  incli  in  tbickticss, 


■ 

^■^^^■^^^H 

■ 

^I^^^^S    ^H 

^           1 
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were  removed  b;  this  proceeding,  {leibiLps  altogether  eaoagh  to  fill             ^H 

I 

' 

I' 

. 

' 

>FiG.  57.— Recamier's  Curette.                     Fig.  58.                                ^H 

Useful  when  a  blunt  insinimenl       Small  serrated  curette  for  scraping               ^H 

is  required  for  sera  ping.                     the  inleriot  of  the  uterus.                     ^H 
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T  tugbest  temperature  o 


From  ilik  lime  ihe  im(*tii*al  npiill] 
Jyoe  zTtb  being  loo'^,  and  from  that  time  so  i|iuie  aona»L 

Bj  JbI;  l-flhi  ]aSl  thiEc  we^a  aJtet  the  scn]UDg,  the  atenu  bad 
inRihited  to  its  mdinaiy  $iie,  ajtd  the  soand  poised  the  iHHiiial  da- 
e  uterus  «ras  Creeljr  morable. 


This  case  illustrates  endomeiiitis  of  the  bodjr  of  the 
utents  dating  from  labottr,  and  also  the  effect  that  a  morbid 
condition  of  the  endometrium  may  have  in  delaying  invo- 
lution of  the  uterus.  It  is  not  certain  whether  the  yellow, 
leather)-,  offensive  masses  referred  to  were  entirely  clots,  or 
whether  they  may  not  perhaps  have  been  partly  sloughs 
from  the  interior  of  the  uterus,  due  to  damage  received 
in  the  veiy  long  labour.  The  membranes  had  been 
ruptured,  and  the  os  ftilly  dilated,  at  least  eighteen  hours. 

The  next  case  is  an  example  of  undoubted  curport;.il 
endometritis,  due  to  a  portion  of  a  sponge  tent  having 
been  left  in  the  body  of  the  uterus  for  more  than  three 
months  :^ 

Case  III. — Mrs.  X.,  the  wife  of  a  medical  piactitiooef,  had  certain 
symptoms,  wfaidi  iodnced  her  busband  to  pass  a  sponge  tenl  into  the 
cervix  on  July  iSth.  This  was  left  in  for  Iwetrc  bours  ;  it  was  theo 
withdrawn,  and  a  second  sponge  lent  was  insericd  ;  ai  the  end  of 
eighteen  hoots  this  "came  away  in  pieces";  a  third  lent  was  then 
inserted  ;  after  it  had  been  in  place  six  hours  ' '  the  pain  wbj  so  great 
thai  it  was  withdrawn." 

A  few  days  after  there  was  "  a  slight  discharge  of  mucous  nialter." 
She  used  a  vaginal  douche  of  Condy's  fluid  twice  daily,  and  went  lu 
the  seaside  on  August  3rd. 

About  this  lime  the  vaginal  discharge  increased  in  quantity,  and 
Liccame  distinctly  puiutent  and  offensive.  Menstruation  began  on 
August  iglh,  and  laiied  a  week,  the  patient  losing  twice  as  much  at 
usual.  The  next  began  on  September  141h,  and  lasted  five  days;  it  was 
also  profuse.  All  this  time  the  purulenl,  offensive  discharge  continued. 
Soon  after  this  I  was  Biked  lo  see  Ifae  case.  The  uterus  was  a  little 
enlarged,  and  a  little  lender,  a*^  a—-  ,^0^  ^  purulent  discharge 
escaping  from  the  m  uler  in  bed  and  to  have 
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bot  vaginal  douches  several  times  a  day  to  see  if  she  wouhl  get  well 
tpontaneously.  This  was  tried  foe  two  oi  three  weeks  without  any 
imptovement.  Accoidingly  I  dilated  Ihe  cervix  with  Hegat's  dilators 
till  I  could  pass  my  finger  into  the  utenis.  1  thea  felt  somelhtng 
Ijlng  loose  in  the  cavity  of  the  body  of  the  uterus.  On  removing  il, 
X  foond  this  to  be  a  piece  of  sponge,  three-quarters  of  an  inch  long  by 
■bout  a  quarter  of  an  inch  wide.  The  litems  was  washed  out  in  the 
il  way.  I  have  since  hearJ  from  her  husband  that  she  made  an 
tmioterrupted  recovery,  and  that  the  discharge  ceaseil  entirely  within 
■  fortnight. 


There  seems  to  have  been  very  little  constitutional  dis- 
turbance during  the  lime  the  piece  of  sponge  was  in  utero, 
but  there  was,  I  know,  a  slight  elevation  of  temperature 
ne  occasion  at  least.  I  consider  the  patient  very 
fortunate  to  have  survived  ;  no  less  than  three  sponge  tents 
had  been  used  consecutively,  and  a  piece  of  one  left  in 
utero  three  months ;  a  good  many  patients  so  treated  would 
have  died  of  septicEmia. 

It  remains  to  say  a  word  on  the  diagnosis  of  corporeal 
endometritis  from  primary  malignant  disease  of  the  body 
of  the  uterus. 

In  the  latter  disease  the-  patient  is  usually  old,  most 
cases  being  between  fifty  and  sixty  years  of  age. 

Then  t/ie  course  of  the  disease  will  help  us;   corporeal 

endometritis  runs  a  chronic  course,  and  deterioration  of  the 

general    health    from   accompanying    menorrhagia   is    only 

very  gradual,  whereas  in  malignant  disease  there  is  rapid 

loss  of  strength  and  weight.     Again,  in  malignant  disease 

of  the  body  of  the  uterus,   severe  pain    is  an  early  and 

L  marked  symptom ;  whereas  in  corporeal  endometritis,  pain, 

I  if  present,    is    much    less   severe.      Further,   whereas    the 

k  Starting-point  of  corporeal  endometritis  is  often  labour,  or 

'  abortign,    malignant   disease   of   the    body    of  the  uterus 

I  usiuUy  begins  long  after  the  menopause,  and  usually  affects 
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those  rbo  hive  been  either  actually  sterile,  or  who  have 
had  only  one  or  two  children. 

Lastly,  in  cases  of  doubt  we  can  scrape  away  portions 
of  the  masses  projecting  into  the  uterine  cavity,  and 
examine  sections  of  them  with  the  microscope. 

In  [he  corporeal  endometritis  of  old  women  the  sur&cc 
of  the  mucous  membrane  of  the  body  of  the  uterus  is 
smooth ;  sometimes  there  is  occUision  of  the  internal  or 
externa]  os;   sometimes,  even  without  occlusion,  there  is 


Fig.  59.— Section  of  a  granul&tioD,  from  a  case  of  corp 
metritis  (De  Sinely). 

I.  Slronu.     3.  Dilated  glands. 

a  considerable  accumulation  of  purulent  secretion,  __. 
intensely  fcetid,  in  the  cavity  of  the  body  of  the  uten 
This  condition  is  known  as  pyomctra. 

Pathology.—/*  acute  casts  the  mucous  membrane  j 
said  to  be  swollen,  and  secreting  pus. 

In  chronic  cam,  which  are  those  we  have  most 
qucntly  to  deal  with  in  practice,  there  is  hyptriropky  ., 
the  mui^us  membrane  of  the  My  of  the  uterus,  eilher  a  Ucai- 
isedhvpertrofhy.  as  m  Case  /.  abavi.  ^  a  general  hypertrophy. 
Localised  hyperiropliy  ^s■ould  give  the  variety  called 
"fungous  endometritis";  in  thc^^  '"-finite  irregular 


projections  Can  be  detected  with  the  finger  after  dilata- 
tion of  the  cervix. 

The  hypertrophy  of  the  mucous  membrane  is  said  to 
affect  all  the  elements  of  the  mucous  membrane,  the  glands, 
the  hiood- vessels,  and  the  connective  tissue.  In  Case  I. 
{above)  the  glands  were  considerably  dilated. 

Treatment — When  the  general  features  of  the  case 
lead  us  to  determine  on  local  treatment,  e.,^.,  persistent 
menorrhagia  for  which  no  other  cause  can  be  found,  and 
which  resists  ordinary  treatment  by  ergot,  hot  douches, 
etc.,  or  recurring  abortion,  for  which  no  reason  can  be 
found,  the  best  practice  is  to  dilate  the  cervix,  and 
examine  the  surface  with  the  finger  to  render  our  know- 
ledge of  the  case  as  precise  as  possible;  then,  whh  a 
blunt-edged  curette,  to  systematically  scrape  the  whole  of 
the  interior  of  the  uterine  body,  afterwards  to  apply 
carbolic  acid,  or  tincture  of  iodine  (pure),  to  the  whole 
of  the  surface,  and  wash  away  any  excess  with  a  douche 
of  weak  iodine  water  through  the  inlra-uterine  lube.  This 
was  the  treatment  adopted  in  Case  I.,  and  she  was  per- 
manently cured.  Corporeal  endometritis  is  certainly  a 
cause  of  sterility,  or,  if  pregnancy  occurs,  a  predisposing 
cause  of  abortion.  Cervical  endometritis  probably  has  little 
or  no  power  to  cause  either  sterihty  or  abortion. 


Metritis. 

By  this  is  meant  interstitial  inflammation  of  the  uterus, 
[inflammation   of    the    uterine    tissue    lying    between    the 
I  peritoneal    surface   on   the    one    hand,    and   the    mucous 
ywrface   on   the   other.     Although    metritis  is  a  real   con- 
ation, it  cannot  be  diagnosed  apart  from  the  inflammation 
r  the  mucous  surface,  or  inflammation  of  the  peritoneal 
irface,  of  the  uterus.     \Vhen  either  of  these  conditions 


is  present  in  marked  degree,  it  may  be  taken  that  t 
is  more  or   less  metritis  present  as  welt.     The  case  i 
analogous    to   pericarditis  and   endocarditis  in  relation   to 


Subinvolution  of  the  Uterus.  ^M 

Immediately   after    delivery    the    uterus    weighs    aboi8^ 

twenty-eight  ounces. 

Under  normal  conditions  its  weight  falls  in  six  weeks' 
time  to  about  one  ounce  and  a  half.  The  process  by 
which  this  change  is  accomplished  is  known  as  the 
IfWotution  of  the  'Uferus. 

The  uterus  of  a  woman  who  has  borne  children  always 
however,  remains  permanently  somewhat  larger  than  '"  ' 
uterus  of  a  nullipara. 


'^ 


Differences  between  the  Uterus  of  a  Virgin  and  the 
Uterus  of  a  Woman  who  has  borne  Children. 

The  ateras  of  a  virgin  (Fig.  60). 

Length. — Its  whole  length,  measured  externally  from  the 
highest  point  of  the  fundus  to  the  external  os,  is  about  two 
inches  and  a  half  A  slight  constriction,  visible  externally, 
divides  it  into  two  parts,  nearly  equal  in  length — the  upper 
and  slightly  longer  portion  comprising  the  fundus  and  body 
of  the  uterus,  the  lower  pnirtion  being  the  cervix. 

Cavity. — On  coronal  section  (Fig.  60,  C)  we  see  that,  in 
the  virgin,  the  cavity  of  the  body  is  rather  shorter  than  the 
cavity  of  the  cervix. 

In  shai)e  the  cavity  of  the  body  is  triangular,  the  sides 
of  the  triangle  being  convex  inwards.  The  cavity  of  the 
cervix  is  fusiform,  and  is  marked  by  a  longitudinal  ridge, 
anteriorly    and   posteriorly,    from    which  secondary   ridges 
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this  arrangement 


i;6 

spring,    directed  obliquely  upward; 
called  the  ar/>or  vita. 

The  length  of  the  cavity  of  the  uterus  in  virgins  averages 
a'l  inches  (Barnes).  Owing  to  stretching  of  the  tissues, 
however,  the  sound  generally  passes  about  a|  inches  in 
virgins. 

Exkrnal  os.—\n  virgins  this  is  either  round,  or  trans- 
verse ;  its  outline  is  free  from  irregularities,  and  its  longest 
diameter  varies  from  half  a  line  to  two  lines,  ^'^  to  \  of  an 
inch  (Lusk). 

The  ateruB  of  a  womEm  who  has  borne  children. 

Length. — Its  whole  length  externally  is  about  three 
inches,  two  inches  of  which  belong  to  the  fundus  and 
body,  and  one  inch  to  the  cervix. 

Cavity. — On  section  the  cavity  of  the  body  is  seen  to 
be  distinctly  longer  than  that  of  the  cervix.  In  shape  the 
cavity  of  the  body  is  more  ovoid,  the  sides  being  rather 
concave  inwards,  than  convex  as  in  the  virgin. 

The  length  of  the  cavity  of  the  uterus  in  parous  women 
is  not  less  than  aj  inches,    ■ 

External  OS. — This  is  either  round,  or  transverse;  its 
outline  is  irregular  from  the  slight  lacerations  that  occur 
physiologically  in  labour.  The  os  is  often  large  enough 
to  admit  the  tip  of  the  finger,  and  its  longest  diameter 
measures  about  half  an  inch. 

Etiology  of  BabinYolutlon The  process   of  involu; 

lion  is  interfered  with  by  any  of  the  following  causes  :■ 

I,  Pelvic  inflammation  (perimetritis,  parametritis). 

3.  The  retention  of  portions  of  plaMnta  or  membranes, 
of  clots,  after  labour  or  abortion.  In  such  cases  corporeal 
endometritis  is  likely  lo  co-exist.  {See  page  i68  for  a  very 
typical  case  of  subinvolution  in  connection  with  corporeal 
endometritis.) 

3.  The  presence  of  fihruid  tumours  of  the  uterus. 


■ 


lu- 

1 
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seen  several  examples  of  subinvolution  associated  with,  and 
.  apparently  due  to  the  presence  of  uterine  fibroids, 

4.  Passive  congestion  of  the  uterus  due  to  getting  up  too 
soon  after  labour  and  more  particularly  getting  up  too 
soon  after  abortion  or  m  scarriage — the  patient  not  thinking 
it  necessary  to  remaui  m  bed  so  long  after  the  latter  as 
after  delivery  at  full  term 

The  way    in    which  passive  congestion  occurs  in  such 


cases  is  as  follows  r — The  uterus  is  still  larger  than  Dormal, 
and  the  tissues  around  it  lax.  \^'hen  the  patient  gets  up 
the  uterus  descends— there  is  a  certain  degree  of  prolapse  ; 
this  of  itself,  by  dragging  on  the  veins  in  each  broad  liga- 

[  ment,  causes  increased  difficulty  in  the  venous  blood  passing 

I  off,  I.e.,  produces  passive  congestion. 

The  descent  of  the  uterus  is  associated  with  some  degree 
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of  retroversion,  either  atone,  or  combined  1 
and,  owing  to  the  size  of  the  uterus,  the 
iht  uterus  in  Douglass  pouch,  described  ir 
Versions  and  Flexions,   is  very  apt  to  oc 


increasing  venous  t 
involution. 
The  iBymptoms  of  subinvolution  are  — 

More  or  less  bearing-down  pain,  and  backache. 


ith  retroHexion  ; 

the  chapter  on 
:ur,  still  further 
Warding  the  process  of^ 


Fig,  6a, — Mullipaioui 

Menorrhagia,  and  often  also  metrorrhagia 

A  yellow  discharge,  which  may  be  offen 

On  examination  we  find  the  body  of  the  uterus  largor 
than  it  ought  to  be,  perhaps  very  much  larger  (as  in  ihe 
case  already  referred  to  on  page  168)  Very  often  we  find 
the  uterus  lower  than  normal,  and  retroverted  or  retro- 
flexed  ;  and  it  is  particularly  in  cases  of  this  kind  that 
incarceration  of  the  uterus  in  Douglas's  pouch  is  commonly 
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met  with.  As  this  condition  is  fully  described  later  on,  it 
is  unnecessary  to  say  more  about  it  here.  Sometimes  a 
polypoid  mass,  may  be  found  just  within  the  external  os. 

The  sound  passes  an  increased  distance,  3I,  3^,  or  4 
inches.  In  bad  cases  it  may  pass  five  or  more  inches 
according  to  circumstances.  It  is  important  to  notice  that 
the  bimanual  examination  often  shows  that  the  uterus  is 
larger  than  it  should  be,  that  there  is  subinvolution,  when 
the  sound  only  passes  the  normal  -distance,  or  a  very  little 
more.  Here  the  increased  bulk  of  the  uterus  is  due  to 
excessive  thickness  of  the  walls. 

Before  passing  the  sound,  it  is  of  course  necessary  to 
make  certain  that  the  enlargement  of  the  uterus  is  not 
due  to  pregnancy  ;  as  regards  the  history,  the  symptoms 
dating  from  a  particular  confinement  or  miscarriage  will 
usually  help  us,  and  as  regards  physical  signs,  the  feeling 
of  the  body  of  the  uterus  in  subinvolution  is  different  from 
the  feeling  it  has  in  pregnancy.  In  subinvolution,  though 
the  uterus  is  enlarged,  it  feels  firm  and  hard  on  bimanual 
examination ;  its  shape  is  distinctly  flattened  from  before 
back,  although  the  thickness  of  the  walls  is  increased.  In 
early  pregnancy  the  shape  of  the  enlarged  body  is  more 
globular,  its  outline  is  less  definite,  and  it  has  an  elastic 
feeling. 

Other  signs  likely  to  be  present  in  pregnancy,  such  as 
purple  discoloration  of  the  vaginal  mucous  membrane,  and 
of  the  vaginal  portion  of  the  cervix,  and  softening  of  the 
cervix,  will  also  aid  us  in  diagnosis. 

Treatment. — Preventive  frt-atiueHt.— When  we  look  at 
the  etiology  of  the  disease,  we  see  at  once  that  it  usually 
arises  from  preventable  causes.  Thus,  as  regards  pelvic 
inflammation  occurring  after  labour  or  abortion,  we  know 
that  this  is  usually,  if  not  always,  of  septic  origin,  and  more- 
r  in  most  cases  the  septic  element  is  introduced  by  dirty 
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hards,  finger-nails,  or  instruments — careful  regard  to  aad-^ 
septic  principles  in  midwifery  practice  is  therefore  of  the 
first  importance.     This  is  more  fully  discuss^  under  Pelvic 
Peritonitis. 

Careful  attention  to  see  that  all  the  placenta  and  mem- 
branes have  come  away  is  another  element  in  the  preventive 
treatment  of  subinvolution.  Again,  it  is  well  to  give  ei^ot 
for  a  week  after  labour  as  a  matter  of  routine  in  all  cases. 
The  patient  should  be  advised  to  suckle,  in  the  absence  of 
any  strong  reason  to  the  contrary.  Another  point  is  to  see 
that  the  patient  does  not  gel  up  too  soon  after  labour.  The 
continued  presence  of  a  red  discharge  after*  delivery  or 
abortion  is  to  be  looked  on  as  an  indication  that  the 
patient  should  remain  in  the  recumbent  position,  although 
not  necessarily  in  bed-  When  the  time  for  preventive 
treatment  has  gone  by,  and  a  case  of  siibinvolution  comes 
before  us,  if  there  is  no  offensive  discharge,  and  if  there  is 
nothing  felt  just  within  the  externa!  os,  such  as  placental 
polypus,  the  treatment  should  consist  of  replacing  the 
uterus,  if  necessary,  with  the  sound,  and  inserting  a  ring 
pessary  to  keep  it  in  good  position.  The  patient  should 
remain  in  bed  for  a  time.  Hot  vaginal  douches  should  be 
given  three  times  a  day.  For  medicine,  she  should  lake 
some  preparation  of  ergot  thrice  daily.  Under  this  treat- 
ment many  cases  get  well.  If,  however,  the  case  does  not 
improve  after  this  treatment  has  been  tried  for  three  weeks 
or  so,  the  next  thing  to  do  is  to  dilate  the  cervix  and 
examine  the  interior  of  the  uterus  for  a  piece  of  adherent 
placenta,  or  other  abnormality  of  the  endometrium,  and  if 
we  find  anything  of  the  kind,  to  remove  it.    . 

If   there    is    an    offensive    discharge    from    the    uteru%j 
with    persistent    subinvolution,   as   in    the   case   describe 
on  page   i68,    the   treatment   adopted  there    is  the   riglfll 
one :  scraping  4he  whole  of  the  endometrium  thorougt 
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with  a  spoon,   if  necessary,  after  previous  dilatation  of 
the  cervix. 

In  all  intra-uterine  manipulations  the  vagina  should  first 
be  douched  with  an  antiseptic  lotion,  and  the  hands  and 
instruments  carefully  rendered  aseptic;  after  we  have 
finished,  the  cavity  of  the  uterus  should  be  thoroughly 
washed  out  through  a  double- channelled  tube  with  an 
antiseptic  lotion. 

When  there  is  evidence  of  acute,  or  subacute,  pelvic 
inflammation,  this,  rather  than  the  subinvolution,  must  of    < 
course  be  regarded  as  the  important  element  of  the  case, 
and  treatment  suitable  for  it  must  be  adopted, 

SUPERINVOLUTION   OF  THE  UtERUS. 

Definition. — Excessive  involution  of  the  uterus.  The 
disturbance  of  the  involution  is  here  in  the  opposite  direc- 
tion from  subinvolution  ;  the  process  goes  too  far,  and  leaves 
the  uterus  atrophied. 

We  know  little  of  the  causes  of  this  condition.  The 
symptoms  are  amenorrhcea  and  sterility,  and  the  diagnosis 
depends  on  finding  by  bimanual  examination,  and  on 
passing  the  sound,  that  the  uterus  is  much  smaller  than  it 
should  be. 

Nothing  can  be  done  in  the  way  of  cure ;  and  if  the 
patient's  general  health  is  good,  the  case  is  best  left  alone. 

Notes  of  two  cases  which  came  under  my  care  at  the 
London  Hospital  are  appended  : — 

Case  I.— A.  S.,  age  33;  marrieil  nine  years;  three  children,  the  last 
three  years  previously,  ani!  sti11-l»ni.  No  miacatriages.  All  the  coti- 
flnements  difiicuh  ;  forceps  used,  in  second  continenient. 

lias  not  menstrualed  since  the  hist  confinemenl.  She  lost  mnre  blood 
after  the  laal  confinement  than  alter  the  others,  "as  the  nfler-birlb  had 
grown  to  hei  lide." 

For  (he  hut  five  months  has  suffered  'from  hendnche.     There  has 
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Ever;  month  she  feel*  ■ 
.e  yellow  discharge, 
s  fifteen,  and  she  was  alwi 


been  no  epistaxis,  or  other  loss  of  blood, 
if  meDStraation  were  coming  on,  and  has  si 

The  catamenia  appeared  when  she  w 
regular,  though  the  loss  was  scanty. 
Has  had  sore  thioat,  on  and  off,  the  last  twelve  months. 
Bowels  confined  as  a  rule. 

Pilvic  mtttmnmitits. — Between  anterior  superior  spines  —  Si  inches ; 
between  iliac  crests  ••  9}  inches;  external  conjugate  —  6)  inches. 

On  bimanual  examinarion  the  uterus  was  found  to  be  veiy  small  in 
all  directions;  the  sound  passed  rather  less  than  2  inches. 

(N.B. — In  women  who  have  had  children  the  sound  passes  at  least 
3}  inches,  ofien  3]  or  3  inches.)     Nothing  else  abnormal  was  found. 

Case  II.— S.  C,  age  39  ;  married  six  years;  one  child,  five  years  ago; 
no  miscarriages.  Confinement  normal ;  no  post-partum  hemorrhages  ^ 
She  suckled  the  child  six  months.  The  child  died  when  it  was  Irn  J 
months  old.  Has  not  menstruated  since  the  confinement.  She  is  well 
•  in  herself,  except  that  sometimes  she  feels  "  heavy  in  the  head."  TTic 
ctttamenia  appeared  at  fifteen  ;  she  was  regular  every  month,  always 
losing  very  tittle ;  it  lasted  two  or  three  days,  and  she  had  no  pain  to 
speak  of  at  her  periods. 

V.E. — Uterus  quite  small,  as  estimated  bimantially. 
Cervix  projects  very  little  into  the  vagina.     Sound  p 
inches.     Nothing  else  abnormal. 

RflnlEirks. — -In  both  cases  menstruation  had  always  beeoil 
scanty,  In  Case  I.  the  patient  had  had  three  children,  so  I 
that  in  her  case  scanty  menstruation  could  hardly  be  taken  J 
as  evidence  of  deficient  ovarian  activity,  at  least  as  regards  1 
the  highest  function  of  the  ovary — ovulation. 

The  pelvis  in  this  case  was  an  example  of  the  "justo-  I 
minor"  pelvis — there  being  a  slight  degree  of  .genenll 
contraction. 
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CHAPTER   X. 

Diseases  of  the  Uterus. 

Fibroid  Tumours. 

Etiology. — It  is  only  during  the  period  of  menstrual  life, 
between  the  ages  of  fifteen  and  forty-five,  that  fibroid 
tumours  of  the  uterus  begin  to  grow.  Clinically,  however, 
it  is  rare  to  meet  with  them  till  after  the  age  of  five-and- 
twenty. 

Infiuence  as  regards  conception  and  labour In 

general  terms  it  may  he  said  that  a  woman  who  has  fibroid 
tumours  in  her  uterus  is  less  likely  to  become  pregnant  than 
other  women  (about  one-third  of  married  women  with  fibroid 
tumours  are  sterile).  If  she  should  become  pregnant,  she 
bas  a  special  liability  to  abort.  If,  however,  sbp  goes  to 
full  term,  then  special  dangers  may  arise  : — 

I.  During  labmir,  from  mechanical  obstruction  to  the 
passage  of  the  child,  varying  with  the  eicact  position  of 
the  fibroid,  the  greatest  obstruction  occurring  with  a  large 
interstitial  fibroid  in  the  cervix.     In  such  a  case  delivery    ■ 
per  vtas  naturales  may  be  impossible. 

a.  Immediateiy  after  labour,  from  post-partum  hiemor 
rhage. 

3.  Lalery  from  secondary  htemorthage,  or  septic  fever,  if 
the  fibroid  should  slough  owing  to  injuries  received  during 
labour. 

Some  persistent  cases  of  subinvolution  are  due  to  the 
.presence  of  fibroids,  the  uterus  for  weeks  remaining  about 
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as  large  as  it  was  immediately  after  labour.     I  have  seen 
several  cases  of  this. 

During  pregnancy  fibroids  grow,  sharing  in  the  general 
hypertrophy  of  the  uterus. 

Very  rarely  after  labour,  under  the  influence  of  the  p 
cess  of  involution,  fibroids  may  disappear  altogether,  ) 
well-authenticated  cases  of  this  are  on  record. 


h 


Fic.  63.— Typical  Vnneliw  o  tibrods  (Thorbum).  (Diapam- 
molic.)  I.  SubpentoDcal  z  Submucous  3  InlenI  Iml ;  4iniheligurc 
bfts  a  diatinel  slalk,  tt  u  a  polypus  It  is  expla  ned  in  the  text  that, 
so  long  OS  ribroid  lumoun  are  entirely  in  the  cavity  of  the  icid}!  of  the 
nlerus,  and  not  partly  in  the  cervix,  they  do  noi  acquire  n  distinct  stalk, 
though  they  may  hove  a  neck  ;  4  in  the  figure,  'therefore,  being  a 
fibroid  stilt  entirely  in  the  cavity  oT  the  body  of  the  ulenis,  should  not 
have  n  dislincl  pedicle  :  5.  Submucous  fibroid  of  the  cervix. 
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Varieties. 

a  regards  position All  fibroids  begin  as  interstUial 

fibroids,  i.e.,  at  first  they  lie  embedded  in  the  thickness  of 
the  uterine  wall.  As  they  grow  they  make  their  way  either 
towards  the  peritoneum,  or  towards  the  mucous  membrane 
of  the  uterus,  and  are  then  termed  subperitoneal  or  submucous 
fibroids  respectively.  A  tibroid  ceases  to  be  inlerslitinl 
only  when  its  largest  diameter  has  passed  beyond  the 
uterine  wall,  and  when  its  attachment  to  the  uterus  is  by  a 
more  or  less  constricted  part,  or  neck.  Gradually,  in  many 
cases,  more  and  more  of  the  tumour  is  expelled  from  the 
wall  till  at  last  the  original  tumour  hangs  by  a 
distinct  stalk ;  it  has  then  become  a  subperitoneal,  or 
submucous,  fibroid  polypus,  as  the  case  may  be.  The  late 
Dr.  Matthews  Duncan  drew  particular  attention  to  the 
distinction  between  a  submucous  fibroid  tumour  of  the 
uterus,  and  a  submucous  fibroid  pol>'pus.  The  former 
may  lie  wholly  in  the  cavity  of  the  body  of  the  uterus  ;  it 
is  attached  to  the  mucous  membrane  by  a  neck  only, 
not  a  stalk. 

When  there  is  a  distinct  statk  to  a  submucous  fibroid, 
when  it  has  become  a  polypus,  the  tumour  always  lies, 
partly  at  least,  in  the  cavity  of  the  cervix,  and  not  wholly 
in  thecavity  of  the  body. 

Number. ^Fibroids  are  usually  multiple  ;  it  is  excep- 
tionalfor  there  to  be  only  one- 
Seat. — They  most  commonly  grow  from,  or  in,  the  walls 
of  the  body  of  the  uterus,  and  are  more  common  in  .the 
posterior  than  in  the  anterior  wall.  Xess  commonly  they 
grow  from  the  supra-vaginal  cervix,  and  still  less  commonly 
from  the  vaginal  portion  of  the  cervix. 

Btmctare. — Fibroid  tumours  are  composed  of  involun- 
ary  muscular  fibre  and  fibrous  tissue,  in  varying  proportions. 
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As  regards  consistency  they  may  be  either  : —  ^^\ 

z.  Soft. 

I,  Hard  fibroids. — ^These  are  much  commoner  than  soft, 
and  in  them  there  is  an  excess  of  the  fibrous  tissue  element, 
with  a  comparatively  small  amounl.of  involuntary  muscle. 
To  the  naked  eye,  a  hard  fibroid  has,  on  section,  a  greyisb- 


Fio,  64.— Subperitoneal  Fibroid  Tumour  of  the  Uterus  (London 
Hospiul  Museum).  The  tumour  k  only  attached  by  a  thin  pedide 
to  tbe  fundus  uteri  (Barnes). 


while  colour,  with  a  pearly  lustre,  and  owir^  to  the  wavy 
arrangement  of  the  fibres,  its  appearance  has  been  aptly 
compared  to  that  of  a  ball  of  cotton.  As  the  ijundles  of 
fibres  may  Ije  arranged  round  several  centres,  an  apparently 
single  fibroid  may,  on  section,  have  an  appearance  like 
several  balls  of  cotton  placed  in  contact  with  one  another. 
Hard  fibroids  have  a  sort  of  cipsiile  formed  of  the  tissues 
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of  the  uterus  in  which  they  are  embedded,  and  they  are 
connected  with  their  capsules  by  a  loose  connective  tissue, 
which  permits  a  tumour  of  this  variety  to  be  easily  shelled 
out  when  the  capffiuJe  has  been  divided.  The  vessels 
supplying  a  hard  fibroid  lie  under  the  capsule  round  the 
circumference  of  the  tumour,  few  or  none  penetrating  its 
substance  (see  Fig.  66), 

2.  Soft  fibroids — the  rarer  variety — have  no  distinct  cap- 
sule, their  tissues  being  continuous  at  the  circumference 
with  the  tissues  of  the  uterus.     They  have  a  pale  pink 
■  colour.     Microscopically  they  are  found  to  have  an  excess 
of  involuntary  muscular  fibre,  with  but  little  fibrous  tissue. 

Hattiral  history. — Fibroids  may  remain  for  years  im- 
altered  and  stationary,  or  they  may  continue  to  grow. 

There  are  certain  changes    which    fibroid   tumours   are 
liable  to  undergo  : — 
I.   They  may  calcify. 

3.  They  may  soften  into  a  puriform  mass,  which  may,  in 
the  case  of  interstitial  fibroids,  be  discharged  through  an 
opening  formed  towards  the  mucous  membrane. 

3.  They  may  (in  the  cast  of  submucous  polypi)  become  gan- 
grenous, and  be  discharged  if  the  patient  survive,  which  is 
unlikely. 

4.  Occasionally  they  undergo  malignant  degeneration. 

5.  An  opening  may  be  formed  in  the  capsule  by  ulcera- 
tion, and  the  tumour  be  extruded  through  it  en  masse. 

It  is  lo  be  remembered  that  the  natural  tendency  of 
fibroid  tumours  is  not,  as  a  general  rule,  to  kill  the  patient ; 
they  may  cause  great  suffering,  but  they  only  rarely  kill. 

In  this  respect  they  stand  in  marked  contrast  to  ovarian 
tumours. 

6.  They  may  become  cystic.     How  this  occurs  is  not  yet 
t  wttled. 
■     Xnflaence   of  menBtmation  on   fibroids. — Fibroids 
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are  at  their'  largest  immediiitely  before  the  commencemenl 
of  the  flow,  and  at  their  smallest  at  the  end  of  the  Row; 


between  the   periods  they  gradually   crilargc,   attaininj 
maximum  just  before  the  next  period. 


SYMPTOMS.  tap 

Symptoms. — There  may  be  none,  and  it  is  more  par- 
ticularly in  [he  case  of  subperitoneal  fibroids  that  this 
occurs.  Subperitoneal  fibroids  are  more  likely  to  have 
attention  directed  to  them  on  account  of  their  size  than 
on  account  of  symptoms,  such  as  occur  with  the  other 
varieties  of  fibroid  tumours.     These  are  : — 

I.  Bktding. — Menorrh^ia    and    perhaps    also    metror- 
^Lrhagia. 

^B      2.  Painful  menstruation. 
^1     3.  A  yelUnv  discharge. 
^B     4.  Pressure  syiHploms. 

H  PreBsare  symptoms. — In  siight  cases  there  is  merely 
^^a  sense  of  weight  in  the  pelvis,  with  a  feeling  of  "  bearing 
down."  More  severe  symptoms  may  arise :  {a)  if  the 
tumour  be  of  great  size,  or  {/i)  even  with  a  small  tumour, 
if  on  account  of  its  original  position  it  becomes  incarcerated 
in  the  pelvis. 

Micturition. — Frequency  of  mictuntion  is  a  common 
symptom,  particularly  if  the  tumour  is  in  the  anterior  wall. 
Retention  of  urine  is  not  uncommon  in  cases  of  fibroids, 
whereas  in  cases  of  ovarian  tumours  it  is  rare. 

Defseoation.— Very  rarely  complete  obstruction  may 
occur  liom  pressure  of  an  incarcerated  fibroid  on  the 
rectum.  If  a  woman  is  the  subject  of  uterine  fibroids,  and 
intestinal  obstruction  occurs,  there  is  a  strong  probability 
against  the  obstruction  being  due  to  the  fibroids. 

PreBsnTe  on  veina  may  cause  the  veins  of  the  lower 
extremities  lo  become  varicose,  and  there  may  also  be 
some  of  the  violet  tinting  of  the  vaginal  mucous  mem- 
brane from  venous  congestion,  like  that  observed  during 
pregnancy. 

nreBsnre  on  nervea. — Severe  neuralgic  pains  may 
■  occur,  particularly  in  cases  where  the  fibroid  is  incar- 
\  cerated  in  the  pelvis. 
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<n  khfl   nrstera  occasionally   causes   them 
and  Bldmacely  hydronepbrosis  may  be 

',  in  the  ase  tit  Tery  large  tumours,  respiratioii 
I  may  be  interfered  with- 
%. — Fibroid    tumours    have    to   be   diagnosed 
from : — 

I.  Pr^naocy. 
a.  Ovstrian  ttimoiBS. 
3.  Pelw  ii 
+  PcWch 

5.  RetTOflexioa  and  antefiexioa. 

6.  Some  cases  of  cacciDoma. 
1.  Pngnanoj. 
As  rtgarJs  Ike  kisUry- — In  pregnancy  tbere   is  usually 

complete  amenofrhoea,  whereas  in  fibroids  there  is  menor- 
rhagia.  Sometimes,  however,  meDstmation  may  go  on 
during  the  first  three  months  of  pr^nancy ;  and  even  at 
late  as  the  fifth  or  sixth  month,  tbere  may  be  haemorrhages 
at  intervals  of  a  month,  which  the  patient  takes  (or 
ordinary  mcnBlruation.  The  explanation  of  hiemonhages 
•o  late  as  thin  must  be  that  there  is  really  a  threatened 
Kliortion  each  month,  and  that  the  bleeding  occius  at  . 
liitcrvaU  uf  a  month  on  account  of  the  monthly  conges-  * 
Hull  of  llic  uterus,  which  probably  goes  on  e%-en  during 
lirctfnnnry. 

Aifnln,  there  is  a  history  of  morning  sickness,  and  if  the 
|trft(nanc:y  hits  reached  Ihe  end  of  the  fourth  month,  the 
liUlory  of  iiulckuning,  whereas  in  fibroids  these  symptoms 

HFII   Nlltpril. 

l%itiiil  j/^Mj. —Supposing  the  tumour  in  the  abdomen 
I*  11])  to  Iho  uinblllcui,  If  it  be  the  pregnant  uterus  it  feels 
t>|«»||r,  and  tiu*  a  unirurm  outline  and  surface,  and  vre  may 
feci  II  ■llarnallvcly  harden  and  soften ;  if  it  be  a  fibroid  of 


11  [hard  variety,  it  feels  hard,  not  elastic,  and  as 
fibroids  are  usually  multiple,  the  tumour  will  probably  have 


Fig.  66. — Ulerus  containing  Fibroid  Tumour,  from  a  cas«   which 
I  tenninaled  fstolly  tliiough  hxmuriliage.     Large  venoiu  sinuses  are 
n  the  capsule,  one  of  which  ruptured  at  the  point  (ft)  (Mntdiews 
—Edin.  Mid.Jaur.,  1867,  p.  634. 
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an  irregular  outline  and  Surface;  even  if  there  is  only  one 
fibroid,  it  is  very  rarely  situated  so  centrally  as  to  have  the 
symmetry  of  the  pregnant  uterus  at  the  fifth  month.  Again, 
on  auscultation,  we  may  expect  to  hear  the  foetal  heart  if  the 
child  is  alive ;  we  may  also  hear  the  uterine  soHfRe,  but 
this  is  of  less  value,  as  it  is  occasionally  heard  over  fibroid 
tumours.  Still,  a  well-marked  souffle  is  very  suggestive  (rf 
pregnancy. 

Practically,  the  greatest  difficulty  arises  in  cases  where, 
with  no  history  of  amenorrhcea,  there  is  a  tumour  in  the 
abdomen  rising  out  of  the  pelvis,  and  reaching  perhaps  up 
to  the  umbilicus,  centrally  situated,  soft  and  elastic,  and 
evidently  connected  with  the  uterus,  and  yet  over  which  do 
foetal  heart  can  be  heard. 

The  tumour  may  be  a  suft  fibroid  of  the  uterus,  or  it 
may  be  the  pregnant  uterus,  the  fcetus  having  died,  the 
ovum  being  for  some  reason  retained — the  woman,  in  fact, 
being  in  a  condition  of  missed  abortion,  or  rather,  at  this 
period,  of  "  missed  miscarriage  "  :  or,  again,  the  case  might 
be  one  of  hydatidiform  mole;  or  it  might  be  a  case  of 
placenta  pnevia. 

As  regards  other  points  to  which  attention  must  be  paid, 
there  is  the  woman's  own  opinion,  either  that  she  is,  or  is 
not,  pregnant,  which  is  worth  something,  but  not  rauch. 
I'aticnts  are  often  mistaken  in  this  matter,  the  non-pregnant 
thinking  herself  pregnant,  and  the  pregnant  having  no  idea 
of  her  condition. 

The  condition  of  the  breasts,  the  purple  colour  of  the 
vaginal  mucous  membrane,  and  the  vaginal  portion  of  the 
cervix,  the  softening  of  the  cervix,  are  all  signs  to  which 
due  weight  must  be  given ;  but  it  must  be  borne  in  mind 
that  there  may  be  milk  in  the  breasts  of  a  woman  who 
is  not,  and  never  has  been,  pregnant;  that  the  purple 
colorstion  of  the  vagitu  is  mainly  due  to  pressure,  and 
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iTiay,  therefore,  be  caused  by  other  tumours;  and  that 
the  cervix  may  be  softened  in  some  exceptional  cases  of 
fibroid  tumours. 

As  a  matter  of  experience  these  casts  almost  always  turn 
out  to  be  cases  of  pregnancy — "  missed  abortion,"  or  "  missed 
miscarriage  "  j  hydatidiform  mole ;  or  placenta  previa. 

Finally,  it  must  not  be  forgotten  that  both  conditions 
may  be  present  together — normal  pregnancy  and  fibroid 
tumours  of  the  uterus. 


Fig.  67.— Malliple  Fibroids  of  the  Uterus  (Winckel). 

a.  Fibroid  tumour  in  right  broad  ligamenl.  b.  and  i.  5ub|)crilone3] 
tumoun.  c.  Interstilial  fibroid.  1/.  Submucous  fibroid.  /  External  os. 
g-  Righl  ovary,    h.  Right  Fallopian  .tube. 

Nole  how  the  uterioe  cavity  is  encroached  upon,  and  rcndereil 
un symmetrical  by  ihe  projection  of  the  tumours, 

In  such  cases  there  is  amenorrhoea,  the  uterine  tumour 
is  probably  irregular  in  outline  and  surface,  and  is  larger 
than  would  correspond  to  the  supposed  period  of  preg- 
nancy ;  for  certain  diagnosis  we  must  wait  until  the  fcetal 
heart  is  heard, 

I  remember  a  case  very  well,  where  a  woman  who  had 
I   been  a  widow  for  some  years,  and  was  over  forty  years  of 
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age,  came  with  a  hUtoiy  of  three  months'  amenorrbc 
and  where  there  was  an  elastic  irregular  tumour  connected 
with  the  uterus  much  larger  than  the  uterus  at  the  third 
month  of  pr^nancy.  The  tumour  rapidly  enlarged,  and 
finally,  when  it  was  several  inches  above  the  navel,  after 
about  five  months'  amenorrhcea,  we  heard  the  fcetal  heart. 
At  this  time  the  surface  of  the  tura.our  was  markedly  irregu- 
lar, some  three  inches  of  the  upper  jjatt  being  hard,  and- 
separated  by  a  deep  transverse  groove  from  a  soft  and 
uniformly  regular,  lower  portion,  which  was  no  doubt 
body  of  the  uterus  containing  the  ovum. 

Hegitr's  sign  of  pregnaney. — Where  the  size  of  the  uterine 
tumour  does  not  exceed  that  of  the  pregnant  uterus  at  the 
fourth  month,  Hegar's  sign  of  pregnancy  is  of  much  value 
in  differential  diagnosis.  This  sign  depends  on  the 
that  in  pregnancy  from  about  the  sixth  week  onwards 
segment  of  the  utenis  at  the  level  of  the  internal  os,  th^t  il 
the  part  at  the  junction  of  the  cer\nx  with  the  body  of  the 
uterus,  becomes  markedly  softened.  To  obtain  the  sign  the 
left  hand  is  placed  on  the  abdomen,  and  is  pressed  down 
so  as  to  be  on  the  /vshrior  aspect  of  the  uterus  at  the  level 
of  the  internal  os.  The  index  finger  of  the  right  h.ind  in 
the  vagina  is  pressed  upwards  towards  the  anterior  aspect 
of  the  uterus  at  the  corresponding  level — that  of  the  in- 
ternal OS.  When  Hegar's  sign  is  well  marked,  the  fingers 
of  the  two  hands  seem  almost  lo  meet,  as  if  the  cervix  were 
separate  from  ihe  swelling  formed  by  the  body  of  the  uterus. 
Indeed,  it  is  said  that  sometimes  the  cervix  has  been 
mistaken  for  the  whole  uterus,  and  Ihe  enlarged  body  of 
the  pregnant  uterus  for  a  tumour  separate  from  the  utero^ 
such  as  an  ovarian  tumour,  in  cases  of  pregnancy 
oljscrver  has  not  been  aware  of  the  conditions  on  whii 
Hegar's  sign  depends.  The  sign  is  available  from  the  sixl 
to  about  the  sixteenth  week.     After  that  lime  it  is  genei 
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impossible  to  get  the  upper  hand  depressed  sufficiently  low 
behind  the  uterus  to  recognise  the  sign. 

2.  Ovarian  tumours. — It  has  already  been  said  that 
soft  fibroids  which  feel  elastic  and  almost  fluctuating  (and 
which  are  therefore  more  likely  to  be  mistaken  for  ovarian 
tumours)  are  comparatively  rare.  Again,  hard,  solid-feeling 
tumours  of  the  ovary  are  rare,  and,  when  they  do  occur,  are 
likely  to  be  mistaken  for  the  common  hard  fibroid,  e.specially 
the  subperitoneal  fibroid  with  a  long  stalk.  Nevertheless, 
as  a  general  rule,  great  importance  should  be  attached  to 
the  consistence  of  the  tumour.  Dr.  Barnes' says,  "If  you 
find  a  smooth  solid  tumour,  beware ;  it  is  uterine." 

As  regards  history,  while  menorrhagia  is  the  rule  with 
fibroids,  it  is  the  exception  with  ovarian  tumours ;  but  still 
we  must  remember  that  in  cases  of  ovarian  tumour,  both  small 
and  large,  profuse  menstruation  does  occasionally  occur; 
more  commonly,  however,  menstruation  in  cases  of  ovarian 
tumour  is  not  excessive,  and  either  regular,  or  if  its  regularity 
is  disturbed,  it  is  in  the  direction  of  amenorrhcea,  the  intervals 
between  the  periods  being  increased,  and  the  flow  lasting  for 
a  shorter  time,  or  being  less  in  quantity,  than  formerly. 

On  vaginal  examination,  in  cases  of  large  ovarian  tumoUr, 
the  finger,  as  a  rule,  reaches  the  vaginal  portion  of  the 
■  cervix  easily,  often  more  easily  than  usual,  because  the 
whole  uterus'is  often  somewhat  pushed  down  by  the  pressure 
of  the  tumour ;  it  is  exceptional  for  the  cervix  to  be  drawn 
up,  so  that  the  os  is  only  reached  with  diflSculty,  or  not  at 
all,  though  this  does  occur  sometimes.  In  large  fibroid 
tumours,  on  the  other  hand,  it  often  happens  that  the 
vaginal  portion  of  the  cervix  cannot  be  reached  with  the 
finger,  sometimes  being  so  drawn  up  that  even  when  a 
full -sifted  Fergusson's  speculum  has  been  passed  to  its 
full  extent,  it  is  yet  an  inch  or  two  too  short  to  bring  the 
OS  into  view. 


I 
I 
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In  less  etUtme  cases  the  isgiiul  portion  ma^  be  c 
op  so  that  the  ofi  is  &uA  with  the  nginal  Toa£ 

1  iTvnenber  a  ctsc  of  Dr.  Gnilf  Hewin's  of  this  land, 
wben  ihc  sonnd  crald  only  be  passed  ifaroa^  a  spccnloni, 
as  the  ioniaiion  of  the  os  ooold  not  be  detected  by  the 

The  SMiDd,  held  b;  the  handle  in  a  long  pair  of  cervix 
faroepi,  Ifaen  passed  lOl  only  the  handle  was  left  projecting  i 
bcjvDd  die  oi  uteri !  J 

71b  jmtmd. — As  a  rule  in  cases  of  ovarian  tumour  th^ 
soond  passes  only  the  nonnal  distance ;  whereas  in  casei 
of  fibroids  it  paaes  more  than  two  and  a  half  inches,  often 
much  more,  as  in  ^e  case  just  mentioned.  In  rare  cases 
the  uterus  is  streldied  upwards  by  the  growth  of  an  ovarian 
tumour  adhenmt  to  it,  and  then  we  do  have  moderate 
ten^hening  of  the  utetine  cavity,  the  sound  passing  three 
M  four  indues.    This  is,  howerer,  quite  the  exception. 

Tkt  Hmamutl  txamiHolicH. — In  cases  of  large  abdominal 
toinoan  this  often  gives  no  additional  information. 

When  there  is  a  huge  solid,  or  chiefly  solid,  ovarian 
tumour,  it  is  apt  to  be  mistaken  for  a  uterine  fibroid. 
Sometimes  in  such  cases  the  sensation  imparted  to  the 
lingCT  by  tilling  the  cervis  enables  one  to  recognise  that 
there  is  no  such  close  connection  between  the  uterus  and 
the  tumour  as  there  would  be  if  the  tumour  were  a  uterine 
fibroid.  While  the  finger  touches  the  cervix  it  is  useful  in 
such  coses  to  have  the  abdominal  tumour  pulled  upu-ards 
as  much  as  possible  by  jui  assistant.  This  may  show  the 
tumour  not  to  be  so  closely  connected  with  the  uterus  as 
0  uterine  fibroid  would  be. 

Thei^e  arc  other  points  that  help  one  in  a  difficult  case. 
For  example,  a  Inige  tumour  that  has  grown  rapidly,  if  it  be 
a  fibroid  of  llie  uterus,  is  almost  certain  to  be  attended 
with  a  |[Ood  deal  of  nienorrhogia,  and  again,  the  sound  will 
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usually  pass  much  more  than  the  normal  distance.  In  the 
following  case  the  tumour  had  been  previously  diagnosed 
by  another  gynecologist  as  a  uterine  fibroid,  and  it  bad 
been  treated  by  the  Apostoli  treatment  before  it  came 
under  my  observation. 

Sarah  V.,  aged  35,  married  seventeen  years,  live  children,  Ilic  last 
eight  and  a  half  years  0^0,  came  under  lay  ab^ervalion  at  (he  London 
lIospiLal  on  AugusI  lllh,  1SS9.  She  hud  then  been  in  the  Hospital 
about  five  weeks. 

Hisl&ry  aj  Ikt  illiuss.—She  was  under  medical  Irentmenl  in  March 
and  April  of  this  year,  "  suRering  rrocn  pain  in  the  abdomen  with  sick- 
ness and  swelling  of  the  abdominal  walls."  I  have  ascertained  that  she 
was  then  supposed  to  be  suffering  from  chronic  constipation,  and  that 
the  swelling  was  believed  lo  be  a  fiecal  accumulation. 

The  swelling  in  the  abdomen  was  fiist  noticed  about  Christmas,  1EH8. 

Since  April  she  has  been  in  good  health,  but  the  swelling  in  the" 
abdomen  has  not  lessened  ;  indeed,  she  thinks  It  has  gradually  in- 
creased in  siie  since  it  was  first  noticed  (Christmas,   1S8E), 

For  about  eleven  weeks  previous  to  the  lime  I  first  saw  her  she 
had  been  losing  too  much.  During  the  time  she  had  been  losing  too 
much  she  had  constant  pain  in  the  abdomen.  The  pain  was  not 
confined  to  one  place  |  sometimes  it  was  in  the  right  iliac  region,  at 
other  times  in  the  left  groin, 

Mmslrual  Aii/ary.—The  catamenia  appeared  when  she  was  sinteen 
years  and  two  months  old ;  the  was  regular  every  four  weeks,  the  flow 
sometimes  lasting  a  week,  but  unaccompanied  by  pain. 

Since  the  birth  of  her  last  child,  eight  years  ago.  till  last  Chiistnias 
she  was  quite  rt^ular.  From  Chrisltnas  to  the  end  of  March  the  iluw 
came  on  every  forwighl  without  pain.  Somewhere  about  April  or 
May  she  went  over  the  month  without  seeing  anything.  She  was  then 
feetiog  well,  and  Ijee  from  pain. 

There  has  been  no  inter- menstrual  discharge. 

OlA^r  symptoms. — Micturition  has  been  slightly  painful  the  last 
eleven  weeks.  Has  hod  piles  the  last  three  months.  Defecation  has 
been  somewhat  diHicult  since  the  present  illness  began.  She  thinks 
she  has  been  losing  flesh  during  the  last  four  months. 

The  patient  told  roe  she  was  sure  that  twelve  months  ago  she  v 
quite  regular,  and  not  losing  [00  much. 


/Vsww/  Oale,   Ai^tul   I  ilk.  -Tbe  patient  is  not  aiueimc  to  arf 

.iKhmiH^  iiamiiuaitH.— \  tanioar  is  fell  rising  ouLof  the  pdiu, 
mm]  RBchiog  (measuied  with  caltipen)  U  the  highest  point,  wbicb  is 
to  tbe  t%bl  or  the  middle  line,  a  distance  ai  tot  >i"^ei  above  ibe 
Dppcr  Bupn  of  the  j>abic  s)niipb]nis- 

llwttMMmr  Ibr  ihe  most  part  feels  as  if  it  were  solid,  but  it  cettainljr 
Ims  in  [J>rf    Ml  elastic  feeling,  though  distinct  fladuation  cannot  be 


T%t  rtgimtl  txtmimUait. — Tbe  vaginal  portion  of  the  cervix  has 
its  normal  ran(^  of  mobiltly,  aod  on  lilting  it  H-ith  the  linger  il  gives 
the  impictsioD  of  beliM^ing  to  a  uterus  the  budjr  of  which  is  not  much 
enUigetl.  and  aim  the  imp«ession  thai  it  is  not  closely  incorporated 
with  the  kige  tmnour  felt  in  Ihe  abdomen. 

The  sdunit  panes  three  inches.  While  Ihe  sound  was  in  the  ulenu 
the  tumour  in  the  abdomen  was  raised  as  much  as  possible  auay  from 
the  petvis  bjr  an  assistant.  Doing  this  did  not  appear  to  alter  the 
potdlion  of  the  awnd  in  the  least.  I  came  to  the  conclusion  that  the 
can  «U  ooe  of  ovarian  tumour,  probably  of  the  semi-Hilid  vaiictj. 

(^i€nli*it,  Amgtui  a^At,  1SS9.— On  opening  the  abdomen  a  small 
quantity  of  Aokt  escaped.  The  appearance  of  the  tumour  was  unlike 
that  of  a  Rbroid  :  and.  on  passing  the  hand  in,  the  uterus  could  be  fell 
to  be  of  about  the  nutmal  siie  and  quite  distinct  from  the  tumour. 

Wells's  tioeat  was  thrust  inio  a  port  of  the  tumour  Ihal  seemed 
Cumparatively  lofl,  but  only  a  small  quantity  of  ilark  grumous  fluid 
dime  away.  Accordingly,  the  iocisioo  was  exiendeil  upwards  to  about 
three  inches,  ur  rather  more,  above  the  umbilicus,  and  the  tumour  was 
liflcil  out  uf  the  abdominal  cavity  whole.  The  peritoneum  was  washed 
out  with  weak  iuiline  water,  ond  a  Keith's  tube  having  been  inserted, 
the  wound  was  closed  in  the  usual  way. 

The  tube  was  taken  out  in  thirty-six  hours'  time. 

The  patient  madea  perfectly  sat isfactoiy  recovery.  On  September  and 
the  wound  meaKiiml  7)  inches. 

Now,  [he  poiiils  in  the  case  which  inclined  me  to  believe 
that  the  tumour  was  not  a  uterine  tibroid,  but  an  ovarian 
tumour,  were : — 

(rt)  As   regards   the   /juAn-.— The    short  lime  that   had 
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elapsed  since  the  beginning  of  the  illness.  Before  Christ- 
mas, iSSS,  the  patient  had  been  in  her  ordinary  health,  and 
noticed  nothing  amiss.  Yet  in  August  18S9  we  found  a 
tumour  in  the  abdomen  about  the  size  of  the  pregnant 
uterus  at  the  eighth  month. 

The  great  probability  would  be  that  a  uterine  fibroid  of 
that  size  would  have  given  rise  to  symptoms  for  two  or    . 
three  years  or  more. 

{6)  As  regards  physical  signs,— Iht  absence  of  ansemia;  a 
uterine  fibroid  of  the  size  and  consistence  {it  was  distinctly 
elastic  in  parts)  presented  by  the  tumour  would  almost 
certainly  have  caused  profuse  hemorrhage,  and  made  the 
patient  ansmic. 

The  feeling  imparted  to  the  finger  on  tilting  the  vaginal 
portion  of  the  cervix  gave  the  impression  that  the  uterus 
had  no  close  connection  with  the  tumour  and  was  of 
the  ordinary  size.  Again,  the  sound  only  passed  three 
inches. 

It  may  be  objected  that  the  tumour  might  in  spite  of  this 
have  been  a  subperitoneal  fibroid  connected  by  only  a  thin 
pedicle  to  the  uterus ;  but  the  consistence  of  the  tumour, 
apart  from  other  features  in  the  case,  would  be  strongly 
against  that  view;  subperitoneal  fibroids  of  that  kind  are 
typically  hard,  and  have  a  history  extending  over  years, 
whereas  in  this  case  the  tumour  was  distinctly  soft  and 
elastic  in  parts,  and  the  history  only  extended  over  about 
eight  months, 

When  the  tumour  is  of  moderate  si^e,  say  reaching  up 
to  the  umbilicus,  or  small  and  entirely  in  the  pelvis,  and 
the  abdominal  parietes  are  lax,  then,  in  c.ises  of  ovarian 
tumour,  we  can  often  isolate  the  uterus  by  the  bimanual 
examination  from  the  tumour;  whereas  in  ordinary  cases 
of  fibroids  we  should  not  be  able  to  do  this ;  the  whole 
tumour  would  move    on  giving  an  impulse  to  the  cervix. 
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Very  rarely  a  subperitoneal  fibroid  may  be  met  with  baving 
a  long  thin  stalk  permitting  us  to  isolate  .the  uterus  fiotn  it 
as  completely  as  if  it  were  an  ovarian  tumour. 

Fibro-cystic  tumours  of  the  uterus  cannot  be  generally 
diagnosed  from  ovarian  tumours.  They  are  extremely  rare 
compared  to  ovarian  tumours.  The  following  case  is  an 
example  of  a  large  fibro-cystic  tumour  of  the  uterus  mistaken 
n  tumour : — 


Miss  S.,  aged  45,  was  brought  lo  see  me  by  Dr.  Warren,  oK  Eofield 
Highway,  in  December  iSgj.  The  abdomen  had  been  nolicoJ  Lo  he 
enlarging  for  about  three  yens.  Till  two  years  ago  patieni  had  been 
r^ular  every  four  weeks,  and  always  lost  very  little.  For  the  Jut  two 
years  she  had  not  been  r^ubr.  Latterly  she  had  menstnialed  every 
foilnighl,  but  the  quantity  lost  each  time  had  been  very  small.  On 
examination  there  was  found  a  thin-walled  flacluating  swelling,  ccacbing 
well  above  the  umbilicus  and  rising  out  of  the  pelvis.  Tbe  sound  only 
passed  two  and  a  half  inches,  I  diagnosed  the  case  03  obc  of  ovarian 
tumour.  At  the  operation,  however,  after  tapping  and  emptying  the 
cyst  (which  was  onitoculai  and  contained  a  thin  slraiv-coloiued  Baid] 
I  found  that  both  ovaries  were  normal,  and  that  the  tumour  was 
uterine.  The  operation  was  undertaken  at  the  patient's  own  house  at 
Enfield  Highway ;  fortunately  I  had  the  serre-n<end  and  Iransfiiion 
pins  with  me,  and  accordingly  performed  a  supra-vaginal  hysletectomy, 
lixing  the  pedicle  externally  in  the  lower  angle  of  the  wound.  The 
^ledicle  so  fiied  was,  of  course,  composed  of  uterine  tissue,  but  I  did 
not  see  the  cavity  of  the  uterus  at  all,  and  believe  that  It  was  not 
opened.  The  parts  removed  were  the  cystic  tumour  and  a  portion  of 
the  fundus  of  the  uterus.  The  ovaries  were  so  situated  that  there  was 
no  need  to  interfere  with  them.  The  patient  made  an  absolatcly 
uneventful  lecovety,  and  there  is  no  sinus  at  the  lower  angle  of  tlu 
wound,  which  is  soundly  healed  tbrougbout.  The  patient,  when  I 
heard  of  her,  had  been  regular  since  the  operntiun.  I  showed  the  spect* 
men  at  a  meeting  of  the  Obstetrical  Society  of  London  in  October  lli94. . 

3.  Pelvic  inflammation. 

Hislory. — The  symptoms  would  be  found  to  date  frooi.^ 
either  labour,  abortion,  or  exposure  during  luenstmattoiv' 
or  to  have  followed  an  acute  vaginitis,  especially  one  of 
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gonorrhceal  origin — in  fact,  to  have  been  preceded  by  some 
^  of  the  ordinary  antecedents  of  pelvic  inflammation. 

The  symptoms  would  be  abdominal  pain,  perhaps  vomit- 
ng,  and  more  or  less  high  fever. 
Physical  signs. — Abdominal    examination. — In    cases   of 
I  pelvic  inflammation,  large   hard  swellings  may  be  formed 
I  by   gluing    together   of    the    intestines    and   omentum    by 
I  adhesive  lymph.     Such  swellings  have  a  less  definite  out- 
■  than  swellings  due  to   fibroids ;   they  are  also  fixed, 
■  whereas  fibroids  usually  admit  of  a  certain  amount  of  dis- 
placement.    Again,  in  pelvic  inflammation  the  tumour  is 
tender,  whereas  in  fibroids  it  is  not  lender. 

Vaginal  examination. — Bimanual  examination. — In  acute 
cases  of  pelvic  inflammation  the  vagina  will  be  found  hot, 
and  the  uterus  more  or  less  fixed.  Bimanual  examination 
is  often  impossible  on  account  of  tenderness.  In  fibroids 
the  vagina  is  not  hot,  and  the  uterus  is  not  fixed^ — unless  it 
happens  that  there  are  adhesions,  which  are  rarely  sufficiently 
extensive  to  fix  the  uterus,  or  unless  lateral  fibroid  out- 
growths have  encroached  on  the  broad  ligaments,  so  dimin- 
ishing, or  obliterating,  the  amount  of  "  slack  "  which  allows 
the  uterus  to  move. 

In  practice  there  is  usually  little  diificulty  in  diagnosing 
fibroids  from  pelvic  inflammation. 
4.  Pelvic  heematocele. 

History. — Here  there  is  a  history  of  sudden  onset — pain  in 
the  lower  abdomen  coming  on  suddenly,  with  the  appearance 
of  a  red  vaginal  discharge,  often  when,  as  regards  menstrua- 
tion, the  patient  is  a  week  or  two  over  her  time,  with  faintness, 
L  nausea,  perhaps  vomiting,  followed,  after  twenty-four  hours, 
I  by  some  fever.     In  fibroids  there  is  no  history  of  this  kind; 
Ltbe  symptoms  present  have  usually  all  come  on  gradually. 
Abdominal    examination. — Hfematocele    may,    if    large, 
1  a  swelling  reaching  a  variable  distance  upwards  in 
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the  afjdoiiien  according  to  its  size,  say  ihree  or  four  inches 
above  the  pubes.  Here  there  is  tenderness,  and  the  swell- 
ing is  fixed. 

Vaginal  fxaminatiott  and  bimanual  examinati&n.^-'Yht 
uterus,  in  hasmatoceic,  can  often  be  isolated  from  the 
tumour,  and  is  usually  pushed  close  behind  the  pubes,  and 
fixed  there,  partly  by  the  pressure  of  the  swelling,  but 
chiefly  by  the  adhesive  peritonitis  in  the  neighbourhood  of 
the  haemalocele.  After  the  first  forty-eight  hours,  in  hsema- 
tocele,  we  usually  have  a  hord  swelling  bulging  down 
Douglas's  pouch,  and  symmetrically  situated  as  r^ards  tl 
middle  line.  The  swelling  cannot  be  displaced  out  of  tl 
pouch. 

Here  again  the  only  case  of  fibroids  likely  to  give  rise  ti 
similar  physical  signs  is  that  where  we  have  fibroids  of  the 
posterior  wall  incarcerated  in  Douglas's  pouch,  either  by 
having  grown  so  as  to  be  fitted  tightly  into  the  pouch,  i 
having  been  fixed  there  by  pelvic  peritonitis. 

In  practice  cases  of  hematocele  are  more  likely  to  I 
mistaken  for  solid  ovarian  tumours  than  for  fibroids. 

5.  Anteflezion  and  retroflexion ^Ve   have    to 

careful  not  to  mistake  anteflt-xion  or  retroflexion  for  fibro 
of  the  anterior  or  posterior  uterine  wall  respectively. 

AnUfiexioii.—^liete  the  body  of  the  uterus  forms  a 
swelling  felt  on  vaginal  examination  in  the  anterior  fornix ; 
bimanually,  the  body  can  be  grasped  between  the  internal 
and  external  fingers,  and  its  size,  shape,  and  particularly  its 
outline,  regular  or  irregular,  may  be  pretty  easily  deter- 
mined. If  there  were  a  fibroid  in  the  anterior  wall,  the 
thickness  of  the  body  of  the  uterus  from  before  back  would 
be  greater  than  normal ;  again,  the  outline  of  the  anterior 
surface  of  the  body  of  the  uterus  would  be  irregular,  accord- 
ii^  to  the  extent  to  which  the  fibroid  projected  toward 
the  peritoneal  surface. 
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On  passing  the  sound,  and  holding  it  in  position,  if  the 
case  is  simply  one  of  anteflexion,  the  tumour  in  the 
anterior  fornix  will  be  found  to  form  a  much  less  obvious 
projection  than  before;  if  an  assistant  holds  the  sound  in 
.place  while  a  bimani:al  examination  is  made,  it  becomes 
•evident,  on  grasping  the  uterus  between  the  fingers,  that 
itfaere  is  only  the  thickness  of  the  uterine  wall  between  the 
Bound  and  the  anterior  aspect  of  the  tumour ;  and,  further, 
Kfter  recognising  by  gently  tilting  the  sound  whereabouls 
its  point  lies,  we  can  make  out  that  there  is  no  convex 
.■welling  on  the  anterior  surface  of  the  uterus  below  this 
level.  Careful  attention  to  these  points  will  make  the  case 
'  clear. 

fWH.^Here  the  body  of  the  uterus  forms  a 
swelling  felt  in  the  posterior  fornix.  On  passing  the  sound 
II  be  found  to  enter  with  the  concavity  backwards,  and 
its  point  may  be  recognised  as  lying  in  the  centre  of  the 
tumour  with  no  more  thickness  of  tissue  between  it  and 
the  examining  finger  than  would  be  accounted  for  by  the 
posterior  wall  of  the  uterus. 

Again,  by  raising  the  uterus  with  the  sound,  the  tumour 
will  disappear  from  behind  the  cervix,  and  by  completing 
the  replacement  we  can  feel  the  body  of  the  uterus  bimanii- 
ally  through  the  anterior  fornix;  previously  to  using  the 
sound  we  should  have  been  able  to  make  our  lingers  meet 
mediately  in  front  of  the  vaginal  portion,  without  any- 
I  thing  like  the  body  of  the  uterus  between  them. 

If  the  tumour  were  a  fibroid  of  the  posterior  wall : — 

The  sound  would  pass  with  the  concavity  more  or  less 

Lforwards,  and  by  gently  tilting  the  sound  we  could  make 

Lout  its  point  through  the  abdominal  wall,  while  the  tumour 

J  still  lo  be  felt,  as  distinctly  as  ever,  in  the  posterior 
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Diagnosis  of  Fibroid  Polypi. 


A.  When  they  have  passed  the  oa  uteri. 

Malignant  disease  of  (he  cen'ix. — This  sometimes  takes 
the  form  of  a  polypoid  mass,  perhaps  the  size  of  a  large 
pear,  which  seems  to  spring  from  the  vaginal  portion  of  the 
cervix  by  a  sort  of  a  pedicle,  thus  simulating  tihroid  polypus 
of  the  cervix ;  if  the  mass  is  malignant,  the  pedicle  is  ncvur 
50  definitely  circumscribed  and  distinct,  as  in  a  case  of 
fibroid  polypus. 

Again,  a  malignant  growth  of  this  kind  Is  spn,  friable, 
easily  bleeding  when  touched,  nherc.is  a  fibroid  polypus 
unless  sloughing,  has  a  shining,  pinkish  capsule,  and  is  of 
firm  consistence;  many  other  considerations  would  make 
the  diagnosis  clear,  such  as  duration  of  the  symptomi, 
etc,  but  the  physical  signs  referred  to  are  quite  sufficient; 
even  a  foetid,  sloughing  fibroid  polypus  is  not  generally 
friable— the  sloughing  only  affects  the  surface,  the  bulk  of 
the  tumour  still  remaining  hard. 

In  certain  rare  cases,  a  malignant  growth  springing  either 
from  some  part  of  the  cervical  canal,  or  even  from  the  body 
of  the  uterus,  may  project  through  the  external  os  uteri  into 
the  vagina.  Tlic  nature  of  the  growth  is  recognised  by  the 
characters  just  given — softness,  friability,  etc.  Such  growths 
may  have  a  pretty  distinct  pedicle. 

Inversion  of  the  uterus.— It  must  be  remetnbered 
that  a  fibroid  polypus  attached  to  the  fundus  may  produce 
an  inversion.     So  that  both  conditions  may  be  present. 

From  inversion  simply,  we  diagnose  a  fibroid  polypus : — 

I.  By  passing  the  sound. — In  fibroid  polypus  we  shall  be 
able  with  care  to  pass  the  sound  at  least  the  normal  da- 
tance,  and  usually  farther.  In  inversion  we  shall  be  unable 
to  pass  the  sound  the  ordinary  distance,  no  matter  on  whidi 
aide  of  the  polypoid  mass  we  try ;  this  is  mentioned  because 
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in  some  cases  of  fibroid  polypi  the  pedicle  may  become 
adherent  at  some  part  of  its  circumference  to  the  os,  but  it 
is  always  free  at  some  part,  permitting  the  passage  of  the 
'sound. 

2.  Bimanually,  if  the  case  is  one  of  inversion,  we  may 
make  out  absence  of  the  body  of  the  uterus  from  its  usual 


Fig.  68.— Fibroid  Polypus  of  the  Uterus  (Chi 


:1  Leblonii). 


position.  With  the  sound  in  the  bladder,  and  the  finger  in 
the  rectum,  care  being  taken  to  keep  the  sound  exactly  in  the 
fHtddle  line,  the  absence  of  the  uterus  from  its  usual  position 
can  be  made  out. 

3.  Inspection  of  the  surface  of  the  moK.— The    inverted 

uterus  is  red  and  bleeds  easily,  and  it  may  be  possible 

.  to  see  the  openings  of  the  Fallopian  tubes.     There  is  a 

I  q>ecimen  in  University  College  Museum  where  this  could 
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probably  have  been  done.     The  appearance  of  a  fibroid 

polypus  has  been  just  mentioned  above. 

4.  The  mass  formed  by  the  inverted  uterus  is  tender, 
while  a  fibroid  polypus  is  not. 

It  is  well  to  remember  that  inversion  of  the  uterus  is 
very  rare,  while  fibroid  polypi  are  common. 

B.  When  they  have  not  passed  the  os  nteri. 

If  the  OS  uteri  is  sutficiently  dilated  to  admit  the  finger, 
the  sensation  imparted  to  it  by  coming  on  a  hard,  smooth, 
somewhat  movable  body  within  the  uterus,  combined  with 
the  presence  of  the  fundus  uteri  in  its  usual  position  as 
ascertained  bimanually,  and  also  with  the  fact  that  the  sound 
passes  farther  than  normal,  will  make  the  diagnosis  clear. 

If  the  OS  were  not  suiKciently  open  to  allow  the  finger 
to  pass,  and  a  consideration  of  all  the  circumstances  made 
it  most  probable  that  the  enlargement  of  the  uterus  was  due 
to  the  presence  of  an  intra-uterine  fibroid  tumour,  or  fibroid 
polypus,  the  proper  course  to  pursue  would  be  to  dilate 
the  cervix  sufficiently  to  admit  the  finger,  and  so  settle  the 
question. 

Treatment. — This  may  be  considered  under  two 
heads  : — 

r.  When  there  is  a  submucous  fibroid  tumour,  or  fibroid 
polypus  (for  distinction  between  them  see  p.  185). 

2.  When  the  tumour  is  interstitial,  or  subperitoneal. 

1.  Aa  regards  fibroid  polypi  the  right  treatment 
always  is  to  remove  them,  and  the  same  is  true  of  sub- 
mucous fibroid  tumours,  which  are  attached  by  a  narrow 
attachment,  or  neck,  to  the  wall  of  the  uterus,  even  though 
they  have  not  yet  acquired  a  distinct  stalk. 

When  the  polypus  has  passed  the  os  uteri,  it  is  a  very 
easy  matter,  having  seized  it  with  the  volsella,  to  pass 
the  loop  of  an  &:raseur  wire  over  tlie  tumour,  and  mani- 
pulate it  over  the  largest  diameter  of  the  tumour,  so  that. 
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as  the  wire  is  tightened,  it  shall  find  Us  way  to  the  pedic 
this  should  be  done  gradually,  to  avoid  the  risk  of  bleed- 
ing. No  traction  is  to  l>e  made  with  the  volsella  in 
tightening  the  wire.  If,  however,  the  polypus  is  still  within 
the  cavity  of  the  uterus,  and  the  os  is  just  large  enough  to 
admit  the  finger,  the  case  is  a  very  different  one.  In  such 
cases  It  is  recommended  to  dilate  the  os  further  with  Barnes's 
bags,  till  it  is  sufficiently  open  to  allow  the  tumour  to  pass. 
I  can  only  say  that  in  a  very  typical  case  I  gave  a  most 
thorough  trial  to  this  method,  and  found  it  quite  useless. 

In  this  case  the  cervix  was  stretched  over  the  convexity 
formed  by  the  lower  surface  of  the  polypus,  and  the  os 
just  admitted  the  finger  easily, 

A  Barnes's  bag  was  introduced  several  times ;  but  each 
lime,  as  soon  as  the  bag  was  distended  with  water,  it 
simply  came  out  into  the  vagina.  Finally,  I  incised  the 
thinned  cervix  posteriorly  with  Paquelin's  cautery,  till  I 
judged  there  was  sufficient  room  for  the  tumour  to  pass, 
and  then  removed  the  polypus  with  the  ^craseur  in  the 
usual  way. 

In  a  future  case  of  the  kind,  I  should  try  to  dilate  the 
cervix  with  a  series  of  specially  large  Hegar's  dilators.  The 
ordinary  series  stops  at  No.  26.  The  larger  series  which 
Messrs.  Krohne  &  Seseraann  have  made  for  me  runs  up 
to  No.  40,  which  is  i|  inches  in  diameter. 

In  all  cases  before  commencing  the  operation  the  vagina 
should  be  thoroughly  douched  out  with  an  efficient  anti- 
septic, t.g.,  iodine  water  (^ij,  Tinct.  lodi  to  Oj.  water), 
and  if,  as  in  the  case  just  mentioned,  the  operation  has 
Ijeen  intra-uterine,  the  cavity  of  the  uterus  should  be 
washed  out  with  the  same  solution  through  the  intra-uterine 
tube  (Fig.  15,  p.  36). 

2.  Wlien  Uie  tTimour  is  interstitial  or  subperi- 
toneal,— Here  the  treatment  will  depend  largely  on  the 
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symptoms ;  if  bleeding  is  the  chief  symptom,  we  should 
first  try  what  rest  in  bed  with  large  doses  of  ergot  will  do, 
preferably  using  ergotine,  gr.  ij.-v.,  in  the  form  of  pill, 
thrice  daily,  Hamamelis  may  also  be  tried  (five  to  ten 
drops  of  the  tincture  three  times  a  day),  or  hydrastis  cana- 
densis (mxx.  of  the  tincture  thrice  daily),  or  the  infusion  of 
vinca  major  (see  p.  74),  at  the  same  lime  using  frequently 
a  vaginal  douche  of  water  as  hot  as  the  patient  can  bear 
il.  If  such  treatment  control  the  bleeding,  well  and  good ; 
but  if  not,  the  next  step  is  to  dilate  the  cervix,  and  make 
certain  that  we  are  not  dealing  with  a  case  of  fibroid 
polypus,  or  submucous  fibroid  tumour,  capable  of  removal 
with  the  ^craseur.  We  will  take  it  that,  after  dilating  the 
cervix,  the  finger  in  the  uterus  finds  that  the  tumour  forms 
a  convex  projection  inwards  towards  the  mucous  membrane, 
but  that  the  bulk  of  the  tumour  is  in  the  thickness  of  the 
uterine  wall^that  it  is  an  interstitial  fibroid.  Formerly 
the  treatment  known  as  enucleation  would  have  been  con- 
sidered proper  for  such  a  case ;  this  operation  briefly 
consisted  of  making  an  incision  over  the  convex  swelling 
formed  by  the  tumour  towards  the  mucous  surface  of  the 
uterus,  and  endeavouring  to  "gel  il  oul  somehow"  through 
the  opening  made.  The  operation  was  a  very  dangerous  and 
unsatisfactory  one,  and  may  now  be  considered  obsolete. 

In  such  cases,  prior  to  resorting  to  radical  operarion,  it 
is  well  to  try  the  effect  of  scraping  the  endometrium  with 
a  curette,  the  cervix  having  been  previously  dilated.  After 
curetting,  pure  Tr.  lodi  may  be  applied  to  the  whole  of  the 
endometrium.  Incision  of  the  capsule  of  the  tumour,  with 
or  without  curetting  of  the  rest  of  the  endometrium,  is  also 
ol^en  of  use  in  this  class  of  cases. 

In  the  majority  of  cases  treatment  of  the  kind  indicated 
enables  the  patient  either  to  reach  a  condition -of  practical 
recovery,  or  at  least  to  hold  her  ground. 
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Attention  to  the  patient's  weight,  and  examinjition  of  the 
blood  by  the  hEinacyto meter  and  hfemoglobinometer  wiU 
afford  valuable  indications  as  to  the  efficacy  of  the  treal- 
tnent.  When  it  is  clear  that  the  patient  is  losing  ground, 
radical  treatment  must  be  adopted. 

The  operative  procedures  available  are  : — 

1.  Removal  of  the  uterine  appendages  with  the  object  of 
bringing  on  the  menopause.  This  operation  is  only  suitable 
for  cases  where  the  tumour  is  of  moderate  size,  not  reaching 
above  the  umbilicus.  In  the  case  of  tumours  much  larger 
than  this  it  is  usually  impossible  to  find  the  appendages,  or, 
at  all  events,  to  remove  them.  The  mortality  of  this  opera- 
tion is  probably  from  5  to  10  per  cent. 

2.  Enudeation  of  the  tumour,  or  tumours,  from  the  uterine 
wall  after  abdominal  section. — The  bed  of  the  tumour  is 
then  sutured  as  completely  as  possible.  In  this  operation 
the  uterine  cavity  may  or  may  not  be  opened.  The  danger 
of  the  operation  is  greater  when  the  cavity  is  opened. 
Thus  Martin,*  in  24  cases  of  this  operation,  the  uterine 
cavity  being  opened,  lost  8  ;  while  in  71,  where  the  cavity 
of  the  uterus  was  not  opened,  only  10  died.  In  favourable 
cases  this  operation  leaves  the  uterus  functionally  perfect, 
i.e.,  capable  of  child-bearing, 

3.  Supra-vaginal  hysterectomy.— 'T)\\s  operation  is  suitable 
where  the  tumour  is  very  large,  and  where  the  hremorrh^es 
are  so  profuse  that  it  is  practically  certain  that  the  patient 
must  die  if  left  alone,  all  the  palliative  treatment  previously 
referred  to  having  failed  to  control  the  bleeding.  After 
opening  the  abdomen,  the  whole  tumour,  with  most  of 
the  uterus,  is  amputated,  the  cervix  alone  being  left,  and 
usually  clamped  in  the  lower  angle  of  the  abdominal  wound 
(Fig.  70).  It  is  the  exception  to  meet  with  cases  where 
supra-vaginal  hysterectomy  is  absolutely  required;  it  is  a 

*  OukU'i  yiariM»»f7>*alm*tit,  1891,  p.  31a 
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Pig.  70.~Ttie  figure  shows  the  uppeonuice  seen  at  tlie  conctusion  of 
>  supra-vaginal  hysterectomy.  The  body  of  the  uterus  has  been  cut 
away,  and  the  cervix,  tightly  constricted  by  Ihc  wire  of  the  cLunp  {aa), 
a  seen  fixed  in  the  lowei  angle  of  the  abdominal  wound.  Two  strong 
aleel  pins  have  been  thrust  through  the  cervix,  and  their  pcants  have 
lieen  guarded  by  the  capE  seen  on  the  right  of  the  lignre.  The  pins  are 
above  the  wire  loop  (nearer  the  surface  of  the  slump ),  The  rest  of  the 
abdominal  wound  has  been  closed  by  stitches  (seen  at  the  upper  part  of 
(he  figure]  in  the  usual  way.  At  the  stage  of  the  operation  represented, 
nothing  remains  to  be  done  except  to  put  on  the  dressings  (Doran). 

The  figure  might  also  stand  for  the  6nal  stage  of  Porro's  operation, 
i,t,,  removal  of  the  f(ctus  by  opening  the  abdomen  and  incising  the 
atems,  with  subsequent  fixation  of  the  cervix  in  the  tower  angle  of  the 
abdominal  wound,  and  amputktion  of  the  body  of  the  utems. 

The  pedicle  pins  are  shown  separately  in  the  next  figure. 
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more  dangerous  operation  than  ovariotomy.  In  all  but  a 
very  small  proportion  of  cases  ovarian  tumours  run  a  fatal 
course,  whereas  in  all  but  a  very  small  proportion  of 
cases  fibroid  tumours  left  lo  themselves  do  not  end  fatally. 
They  do  sometimes,  however,  as  in  the  following  case  that 
came  under  my  observation  ;— 

M  tss  C ,  age  39,  said  to  be  suSering  from  a  large  Hbroid.  I  saw  her 
in  consultation  on  July  itad,  i8go.  Her  chief  trouble  has  been  with 
(he  water  ;  twelve  months  ago  sbe  had  retention  of  urine,  and  a  catheter 
had  to  be  used.  The  urine  runs  away  from  her  on  wallting.  She  is 
regular  every  month  ;  the  period  lasts  8-9  days  ;  there  is  a  good  deal  of  _ 
pain  latleriy  at  the  periods  in  the  stomach  and^back. 


Fig.  71.— Fedicle  Pinj  used  in  Supra^Vaginal  Hysterectomy. 

The  periods  onlyllasted  live  days  till  a  year  ago.  She  has  a  yellowish- 
while  dischwge  between  the  periods.  There  was  a  large  irr^ular  tomotit 
lo  be  felt  in  the  abdomen,  reaching  above  the  umbilicus.  As  she  wai 
very  nervous,  and  the  bowels  were  greatly  loaded,  i1  was  decided  to 
examine  her  under  chloroform  a  week  later,  the  bowels  to  be  thoroughly 
cleared  out  in  the  meantime.  This  was  accordingly  done,  and  on  July 
aglh  a  complete  examiiuition  under  chloroform  was  randc.  The  tumour 
fell  in  the  abdomen  wa^  uterine ;  the  os  uteri  was  high  up  cIom  to 
the  pubcs,  the  anterior  lip  being  thin  and  crescenlic,  the  posterior  lip 
deformed  by  the  presence  of  a  large  interstitial  cervical  fibrind.  The 
sound  passed  several  inches  (6  or  8). 

Palienl  was  a  stoul-looking  woman,  and  not  the  least  anicmic.     I 
advised  palliative  Ireatmeat,  ergot,  hoi  douching,  etc.     If  sh^  held  her 
ground,  well  and  good ;  if  not,  Ihen  (he  question  of  operative  treatment . , 
wai  to  be  conMdercd. 
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About  four  weeks  later  she  suddenly  becime  much  wors 
deal  of  bEemorrhage  occurring.  Her  doctor  mked  me  Iben  to  take  her 
into  the  London  llospilal  wiih  a  view  to  operation ;  but  her  condilion 
rapidly  (within  tvo  or  three  days)  liecame  so  much  worse  that  he 
thought  she  could  not  bear  Ihe  journey,  and  she  died  a  day  or  two  later, 
hscmorrhage  being  the  cause  of  death. 

The  case  illustrates  the  exceptional  case  of  uterine  iibroid,  vii. ,  where 
operative  treatment  gives  the  patient  the  only  thance  of  life.  It  is 
remarkable  on  account  of  the  rapidity  with  which  the  patient,  who 
was  enjoying  average  good  health  when  I  saw  her,  passed  into,  first 
a  serions,  and  then  a  hopeless  condittoo.  I  think  most  probably  a 
large  venous  sinus  must  have  ruplurcd,  as  in  the  specimen  shown  in 
Fig.  66. 

There  are  three  principal  methods  of  performing  supra- 
vaginal hysterectomy;— 

I.  TAc  exlra-peritoneal  vutkod — that  just  referred  to,  in 
which,  after  opening  the  abdomen,  the  body  of  the  uterus, 
generally  with  the  uterine  appendages  of  both  sides,  is 
removed,  and  the  cervix  fised  in  the  lower  angle  of  the 
wound  by  means  of  the  clamp  (Fig.  70)  and  transfixion 
pins  (Fig-  71).  The  abdominal  wound  above  the  clamp  is 
closed  in  the  usual  way. 

a.  Hyiteredomy  with  inlra-peritoneaUreaiment  of  the  stttrnp 
— conveniently  known  as  Baer's  method.  In  this  operation 
the  abdomen  is  opened  in  the  usual  way.  The  uterus  is 
then,  if  possible,  brought  outside.  The  first  step  is  to 
ligature  the  ovarian  vessels  on  each  side.  In  Fig.  72,  at  a, 
a  small  hole  has  been  made  in  the  left  broad  ligament  and 
a  ligature  passed.  On  the  opposite  side  a  further  stage  is 
shown,  the  opening  in  the  broad  ligament  having  been 
stretched  by  opening  a  pair  of  Wells's  forceps  in  it  to  the 
dimensions  shown  at  c.  The  object  is  to  have  room  to  tie 
a  second  ligature  as  there  shown,  to  prevent  refius  bleeding 
from  the  uterine  side  when  the  tissues  between  the  ligatures 
have  been  divided. 
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At  b,  Fig.  72,  a  second  hole  lower  down  in  ihe  broad 
ligament  is  shown  ready  to  be  treated  as  in  the  other  case, 
so  as  to  secure  a  further  segment  of  the  broad  ligament. 
In  Fig.  73  several  further  stages  are  shown.  On  the  reader's 
left  of  the  figure  the  highest  set  of  ligatures  securing  the 
ovarian  vessels  have  been  lied,  and  the  tissues  divided. 
The  second  pair  of  ligatures  are  passed  ready  for  tying. 
On  the  reader's  right  of  Fig.  73  the  second  set  of  li 


Fir,.  72.— Inira- Peritoneal  tlyBtertctomy. 


have  been  tied,  and  the  part  of  the  broad  ligament  inter- 
vening between  them  divided.  The  next  step  is  to  make 
peritoneal  flaps  in  front  and  behind.  This  is  done  by  running 
the  knife  across  the  uterus  in  front  and  behind  at  the  level 
of  the  dotted  line  c  d.  The  knife  is  only  to  cut  through 
peritoneum.  The  flaps  so  formed  are  turned  down,  one  in 
front  and  one  behind,  to  about  the  level  of  the  internal  os. 

The  next  step  is  Co  tie  the  uterine  artery  on  each  side. 
This  is  shown  in  Fig.  74  diagram  ma  tically.  On  the  reader's 
left  the  ligature  passed  ready  for  tying;  on  the  right,  the 
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ligature  tied.    This  ligature  may  be  passed  either  so  as  to 
include  peritoneum,  or  it  may  be  passed  within  the  layers 


Fig.  74.— Intra-Peritonesl  Hysleredomy. 

of  the  broad  ligament  so  as  not  to  include  peritoneum. 

When  the  ligatures  on  the  uterine  arteries  have  been  tied, 

,   die  body  of  the  uterus  is  cut  a«ray — a  little  above  the 
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level  where  the  ligatures  on  the  uterine  arteries  have  been 
tied.  Fig.  75  roughly  represents  the  condition  of  things  al 
this  stage  in  antero-posterior  section  through  the  middle  of 
the  stump.  Ca,  en,  are  the  peritonea!  flaps.  The  shaded 
triangular  pieces  indicate  wedge-shaped  pieces  of  the  cervix 


Fig.  75. — Intia-Pciilone*!  Hrsterectomj. 


i 


in  front  and  behind,  which  some  operators  cbt  out  of  the 

stump. 

Some  operators  then  stitch  uterine  tissue  to  uterine  tissue, 
after  cutting  out  the  portion  of  the  stump  indicated. 


Fig.  76. — Intra- reriumcnl   Hyslereetomj'.      Appearance  of  stump  nt 
the  end  of  the  operalion. 

Whedicr  this  is  done  or  not,  the  final  step,  though  not 
considered  essential  by  Baer,  is  10  stitch  the  peritoneal  flaps 
together  over  the  stump,  so  that,  at  the  end  of  the  opera- 
tion, tliere  is  seen  a  transverse  line  of  sutures  across  the 
floor  of  ihe  pelvis,  running  from  the  neighbourhood  of  the 
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ligatures  on  the  broad  ligament  on  one  side  to  the  corre- 
sponding point  on  the  other  side  (Fig.  76}. 

The  abdominal  wound  is  then  closed. 

3.  Panhystertdomy. — In  this  operation  the  uterus  is 
removed  entirely  from  above,  the  cervix  as  well  as  the  body. 
The  st^es  of  the  operation  have  been  well  described  by 


Fig.  77. 


paper). 


Mr.  Christopher  Martin  in  the  Transactions  of  ike  Edin- 
burgh Obstetrical  Socic/y,  vol.  xxi.,  p,  56.  The  earlier  steps 
— the  turning  out  of  the  uterus,  the  securing  of  the  upper 
parts  of  the  broad  ligaments — are  much  the  same  as  in  the 
operation  just  described. 

An  incision  is  then  carried  across  the  anterior  surface  of 
the  tumour  transversely  at  a  safe  distance  irom  the  bladder. 


The  knife   only  goes  through  periloneum  and  the  tissue  | 

immediately  under  it.    This  flap  is  then  stripped  down,  and  I 

the  bladder  separated  from  the  anterior  aspect  of  the  cerviic 

A  pair  of  Wells's  large  pressure  forceps  is  pushed  up  the 

vagina  just  in  front  of  the  cervix.     The  vagina  is  then 


Flc.  78.  —  Panhyslereclomy  (ftom  Mr.  Chrisiopher  Martin's  pa]>e>). 


opened  from  above  by  cutting  on  these  forceps.  The  finger 
is  then  passed  through  ihe  opening  into  the  vagina,  and 
used  to  push  up  the  poslerior  vaginal  fornix,  which  is  then 
opened  on  the  finger.  The  uterus  is  still  attached  on  each 
side  by  the  lower  segment  of  the  broad  ligament  containing 
the  uterine  artery.  The  next  step  is  to  tie  the  uterine 
arteries.     It    is  necessary  to   keep  close  to   the  uterus  to 
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Fic.  to.— Panhysterectomy  (from  Mr.  Chrislophet  Mattin's  paper). 


avoid  the  risk  of  lying  the  uretere;  but,  on  the  other  hani 
there  must  be  sufficient  tissue  beyond  the  ligature  to  prevent' 
it  slipping.  The  uterus  is  now  cut  away.  Any  bleeding 
points  on  the  cut  vaginal  walls  are  tied.  The  ligatures  on 
the  uterine  arteries  are  left  long,  and  are  drawn  down  into 
the  vagina.  The  ligatures  on  the  upper  part  of  the  broad 
ligament  are.cul  short.  A  fairly  thick  piece  of  iodoform 
gauze  is  drawn  into  the  vagina  from  above  About  one 
inch  of  it  is  to  be  left  projecting  into  the  peritoneal  cavity. 
The  steps  of  the  operation  are  shown  in  the  accompanying 
figures  from  Mr.  Martin's  paper  (Figs.  77-80).  Fig.  8: 
drawing  from  a  specimen  I  removed  by  this  operation, 
patient  was  sent  to  me  by  Dr.  Blakiston,  of  Harley  Street,  Wij 
and  made  a  good  recovery. 

Panhysterectomy  by  tlu  coiithined  method. — This 
to  offer  no  advantages  over  panhysterectomy  perfot 
entirely  from  above.  Fig.  8i  is  a  drawing  of 
with  fibroids  which  I  removed  by  this  method  in  the  Londt 
Hospital  in  1896,  The  abdomen  was  first  opened,  and 
the  body  of  the  uterus  with  the  tumour  removed.  The 
abdominal  wound  was  then  closed.  The  patient  was  then 
put  in  the  lithotomy  position,  and  the  cervix  removed  per 
vaginam.  Convalescence  was  tedious,  owing  to  swelling  of 
the  left  lower  hmb.  The  patient  is,  however,  now  quite 
well,  and  able  to  follow  her  usual  occupation. 

The  difficulty  of  deciding  as  to  whether  a  radical  opera- 
tion, such  as  removal  of  the  uterine  appendages,  enucleation 
after  laparotomy,  or  hysterectomy,  is  the  proper  treatment 
in  any  given  case,  is  very  considerable ;  because^  on  the 
one  hand,  if  palliative  treatment  will  suffice  for  the  patient's 
comfort,  it  ia  our  duty  to  employ  it ;  while,  on  the  other 
hand,  it  would  greatly  prejudice  the  prospect  of  success, 
should  the  case  lie  one  requiring  radical  treatment,  if  we 
delay  this  till  the  |Kitiem  is  extremely  anemic,  and   herj 
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paler  and  paler  inspite  of  it.  This  may,  to  a  great  extei 
be  taken  as  indicating  whether  the  case  is  one  requiri 
operative  treatment  or  not. 


Fig.  82.— Uteres  with  Fibi 


(Case  of  Mr^.  D.) 


A.  Cat  edge  of  peritoneum.    B,  Surface  !eft  when  the  u 
cat  off  from  the  cervix.     C.  Upper  limii  of  cervix.    Z>.  Oa  e 
J',  LigBturc  on  uterine  uppendoges,  to  control  teflux  bleeding  durisgj 
the  opeiation. 


odificatioas,  bf  Dn  G.  Aporto^  erf' Fans. 
Dr.  Apoatoii^  DKtfaod  is  as  fdiknn :— Tbe  (■bent  bong 
in  die  Bthnlniny  pcsition,  a  cake  of  daf,  ■*<"■"  ten  "m^*** 
by  five,  and  mc  mcfa  dnd,  is  pihoed  oa  tfac  abdanmal 
wafl.  The  d^  cake  is.  nade  by  -wocfciag  np  paner^  dbj 
witb  wata  to  a  finn  oooMjeoce,  and  endostng  it  in  mailtn. 
A  flat  metal  plate,  aboot  five  inches  by  three,  b  embedded 
in  the  day.     One  of  (he  wires  from  the  battery  is  attached 


Fig.  83.— PUlinom  Soimdwith  insnlaltJ  shcillis  of  different  lengtlu. 
so  thai  the  IcDgtli  of  the  nDprolectjed  metal  (hused  into  the  utems  can 
be  varied  >coocdiDg  to  the  lei^th  of  the  utoiac  cavity.  The  ncveiK 
end  of  tbe  soond  is  Uacxr-painted  foi  use  whea  pohclure  is  indioiliA]. 

to  the  metal  plate.  The  clay  thus  forms  one  of  the  elec- 
trodes, and  is,  as  nearly  as  possible,  inert.  It  is  important 
that  the  clay  should  everywhere  be  in  close  apposition  to 
the  skin,  and  it  is,  therefore,  well  to  fix  it  by  a  few  turns 
of  a  broad  bandage.    The  other  electrode  is  either : — 

I.  A  blunt-pointed  platinum  sound  passed  into  the 
uterus,  or 

3.  A  sharp-pointed  trocar  made  of  steel,  which  is  made 
to  penetrate  the  substance  of  the  tumour  to  a  slight  depth, 
yid  the  uterus.  In  the  instrument  figured,  (1)  and  (a)  arc 
combined  in  the  same  instrument  (Fig,  83). 

By  means  of  a  galvanometer  (Fig.  84)  the  exact  strength 
of  the  current  employed  can  be  measured  ;  from  100  to  130 
milliamp^res  is  that  usually  employed.  The  current  vhould 
be  gradually  increased  up  to  the  highest  inteniity  we  mean 
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(o  use ;  it  is  k«pt  stadODai;  tbere  for  a  Tew  minutes,  say  five 
Ot  l«n  nunutes,  and  is  th«n  gradtialfy  reduced  again  to  < 
the  decttodes  are  then  remo^-ed,  and  the  sitting  is  over. 

Tt«  vagina  muit  be  syringed  with  an  antiseptic  loti< 
befixe  ud  after  the  treatment  on  each  occasion. 

Tlw  cment  may  be  obcamed  &om  a  Stobrer's  battery. 

lite  mtn-uteritte  dectrode  may  be  made  either  positivel 
or  negative  at  will. 

For  cases  of  fibroids  where  bleeding  is  the  prominentl 


symptom  the  intra-ulerine  pole  should  be  positive.  Fw  | 
cases  of  fibroids  not  attended  with  bleeding  the  nqptive  > 
t>olc  is  recommended. 

Dr.  Apostoli  advises /««f/««  (i)  as  a  matter  of  neeessity, 
when  for  various  reasons  the  sound  cannot  be  introduced; 
(a)  <u  a  matter  of  (Aoice,  "  when  we  see  that  we  can  advan- 
ta)[«ously  combine  punctures  with  intra-ulerine  cauterisa- 
tioQ,  to  *A  to  cx[ieditc  and  make  sure  of  the  effects  that, 
wah  the  CAUtcnsatiun  only,  we  should  tardily  or  perhaps 
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imperfectly  realise."    The  puncturing  instrument  is  attached 
to  the  negative  pole. 

It  is  claimed  that  under  this  treatment  fibroid  tumours 
are  markedly  reduced  in  size,  and  as  regards  clinical  results 
that  "  ninety-five  times  out  of  every  hundred  they  comprise 
the  suppression  of  all  the  miseries  constituting  the  fibroidal 
symptomatology,  which  may  be  thus  categorically  enume- 
rated : — Hiemorrhages,  the  troubles  of  menstruation,  dys- 
menorrhcea,  amenorrhcea,  nervous  disturbances,  the  direct 
pains  in  the  growth  itself,  and  from  mechanical  pressure, 
and  the  harassing  series  of  reflex  actions." 

The  minimum  time  necessary  for  the  treatment  is  one 
month,  and  the  applications  are  made  twice  a  week.  All 
the  instruments  necessary  are  supplied  by  Messrs.  Coxeler; 
they  tell  me  that  an  improvement  of  importance  is  the  use 
of  the  water  rheostat  (Fig.  85),  "which  simplifies  the  whole 
operation  and  renders  a  shock  impossible." 

Present  position  of  this  treatment — It  is  desirable 
thai  the  cases  in  which  it  is  tried  should  be  carefully  chosen ; 
more  particularly  cases  should  be  taken  :— 

I.  Where  the  diagnosis  of  fibroid  tumour  is  beyond 
question. 

In  many  of  the  so-called  successes  reported  it  has  not 
been  at  all  clear  that  the  cases  treated  were  really  cases  of 
uterine  libroid  at  all.  In  several,  for  example,  the  physical 
signs  reported  have  not  been  inconsistent  with  a  diagnosis 
of  subinvolution  of  the  uterus.  In  other  words,  many  of 
the  cases  have  not  been,  to  say  the  least  of  it,  typical  case* 
of  uterine  fibroids. 

By  a  typical  case  of  uterine  fibroid  is  here  meant  a 
case  where  the  uterus  is  enlarged  so  as  to  reach  up  to,  ot 
near,  the  umbilicus;  where  the  sound  passes  four  or  five 
inches  or  more,  and  where  hemorrhage  is  the  prominent 
symptom. 
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I  have  tried  the  treatment,  using  the  blunt  electrode  onljr»i 
in  a  few  typical  cases  of  this  kind  at  the  London  HospiiaL^ 
The  results  have  not  been  such  as  to  convince  me  of  ibe^ 
efficacy  of  the  treatment. 


Fig.  85. — Water  Kheo&lal  lo  be  inlroduccd  in  the  circuit  at  sd  iodifr; 
ferent  point  for  regulating  the  slrcnglh  o(  ilic  current  (Coxeter). 

Thegla^s  is  filled  with  distilled  water,  and  the  current  is  first  "tamed 
on  "  with  the  poles  of  the  instnimenl  unscrewed  to  the  utmost.     As  tiie 
poles  arc  approiumated,  the  galvanometer  indicates  the 
current,  which  is  slow  at  lint,  but  rapidly  increases  as  the  poles  are 
brought  near  logelher,  necessitating  as  slow  a  movement  oC  the 
in  using  a  microscope  with  a  high  power.     The  poles  must  1 
widely  diverged  befoie  the  sound  is  withdrawn. 

a.  Where  p.iUiative  treatment  by  rest,  hot  douching,  and 
drugs  has  failed.  The  Apostoli  treatment  is  obviously  a 
more  severe  measure  than  palliative  treatment  of  this  kind, 
and  it  is  our  duty  to  relieve  our  patienis  by  the  least  seversj 


CASE  OF   PELVIC  ABSCESS. 


227 


means  at  our  disposal.  Cases  then  should  only  be  treated 
by  Dr.  Apostoli's  method,  if  at  all,  when  palliative  treatment 
has  been  tried  and  failed. 

I  think  there  can  be  no  question  that  puncture  of  the 
tumour  recommended  in  certain  cases  by  Dr.  ApostoH  ts  a 
very  dangerous  and  unjustifiable  proceeding. 

The  question  being  what  is  the  value  of  electricity  in 
typical  cases  of  uterine  fibroid,  puncture  only  introduces  a 
complication.  If  tlic  case  is  successful,  it  is  open  to  the 
explanation  that  the  success  was  due  to  the  puncture,  and 
not  to  the  electricity. 

It  must  also  be  remembered  that  the  ApostoH  treatment 
{without  puncture)  is  one  involving  considerable  risk; 
several  deaths  have  followed  its  application ;  and  I  myself 
know  of  two  cases  where  the  patients  died  soon  after  the 
treatment. 

It  may  be  added  that  T)t'.  ApostoH  uses  the  faradic 
current  appHed  either  to  the  interior  of  the  uterus,  or 
merely  to  the  vagina,  for  various  conditions  attended  with 
pain,  particularly  pelvic  inflammation,  pains  in  the  ovariaa 
regions,  and  vaginismus. 

I  have  tried  it  in  several  cases  of  chronic  pelvic  inflam- 
mation at  the  London  Hospital ;  none  of  the  cases  so 
treated  were  benefited  in  the  slightest  degree. 

Case  of  Pelvic  Abscess  in  an  Unusual  Position,  Simu- 
LAiiNG  Sot-i  Fibroid  Tt/MOUR  of  the  Uterus. 

E.  M.,  aged  36,  married,  having  had  eight  children  and  three 
miscarriages  (all  before  the  fourth  child  was  bom),  was  admitted  into 
(he  London  Hospital  on  June  3]rd,  1S85,  complaimng  of  a  swelling 
in  the  abdomen,  and  of  a  red  discharge  from  the  vagina.  Her  last 
labour  (four  weeks  previously}  was  a  quick  one  \  !ihe  lost  a  good  daal 
of  blood  after  the  child  was  bom,  but  otherwise  the  labour  was  quite 
norma],  and  she  seemed  to  recover  as  usual,  getting  up  on  the  tenth 
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luraour  entirely  disappearinfi.  Five  days  afterwards  the  swelling  was 
as  lai^e  as  at  lirst  ;  it  was  tapped  again  on  August  Z3nd,  and  twenty- 
two  ounces  of  pus  were  drawn  ofT,  similar  in  character  to  the  Inst. 
After  each  tapping  the  abdomen  was  firmly  bandaged. 

29/^. — The  swelling  has  filled  up  again,  and  is,  if  anything,  la^er 
than  ever.  TO'day  an  opening  was  made  under  antu;eplic  precautions 
into  the  swelling,  the  edges  of  the  abscess  wall  stitched  to  the  skin, 
and  a  large  drainage-lube  live  inches  long  inserted. 

From  this  time  to  Ijeptembet  15th  the  patient  went  on  without  a 
bad  symptom,  the  temperature  only  once  reaching  100°.  The  wound 
was  dressed  about  every  other  day,  the  caviLy  of  the  abscess  being 
washed  out  at  each  dressing  with  iodine  water,  and  some  iodofonn 
placed  in  the  deep  end  of  the  drainage-tube  before  reinserting  it.  The 
dischai^e,  which  had  at  first  been  very  offensive,  became  quite  >wect. 
The  abdomen  was  firmly  bandaged  after  each  dressing,  large  pads  of 
lint  being  placed  on  each  side  of  the  wound. 

On  Septimber  \^h,  at  9  a-m.,  the  patient  had  a  rigor  lasting  seven 
minutes,  the  temperature  rising  to  lai".  Sbe  complained  of  pain  in 
her  limbs  and  sore-throat.  The  pulse  was  very  small  and  frequent 
(148).  There  was  no  pain  in  the  alidomen,  and  the  wound  was  look- 
ing well.  There  was  a  slight  erythematous  rash  on  the  chest  and  aims. 
In  the  absence  of  any  other  discoverable  cause,  it  was  thought  that 
these  symptom:  were  due  to  th:  absorption  of  iodoform,  which  had 
been  very  freely  introduced  into  the  abscess  cavity.  The  cavity  wis 
therefore  washed  out  with  carbolic  lotion,  and  iodoform  and  iodine 
water  omitted.  The  next  day  the  temperature  was  normal,  and  all  the 
symptoms  had  disappeared. 

N«i'cmher  9/A, — The  temperature  has  remained  normal  since  last 
tlote.  The  drainage-tube  (which  had  been  shortened  from  lime  to 
time,  and  replaced  by  narrower  ones)  was  left  off  altogether  to-day. 
Since  October  5th  the  patient  has  gained  eleven  pounds  in  weight. 
She  feels  and  looks  very  welL  On  November  4th  the  calamenia  came 
on,  and  ceased  to-day,  no  red  discha^  having  previously  token  place 
from  the  uterus  for  more  than  three  months.  The  uterus  is  freely 
movable,  the  body  of  it  being  drawn  to  the  left  side.  The  sound 
passes  two  inches  and  a  half.  There  is  still  a  small  sinus,  an  inch  and 
a  half  deep,  in  the  abdominal  wall,  but  there  is  little  or  no  discharge 
from  it.     A  fine  probe,  coated  with  silver  nilrnte,  was  passed  into  it. 

Daimbtr  %ut. — The  patient  has  hod  a  fortnight  at  Eastbourne.  The 
sinus  is  the  same  length  as  before,  but  only  admits  a  very  fine  probe. 
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wise  she       ^^H 


She  says  the  last  menstrual  period  lasted  a  fortnight,  but  othetwisc 
lined  quite  wetl,  and  has  maintained  her  weight. 

This  patient  came  to  me  some  months  afterwards, 
thought  herself  pregnant.  She  had  been  suffering  from 
pains  in  the  lower  part  of  the  abdomen,  which  she  had 
never  before  had  in  her  pregnancies. 

On  examination,  she  was  found  to  be  about  four  months 
pregnant.  The  sinus  in  the  abdomen  had  completely 
closed.  I  consider  the  pains  were  due  to  stretching  of 
inflammatory  adhesions  round  the  situation  where  the 
abscess  had  been,  as  the  uterus  enlarged,  ovring  to  the 
pregnancy. 

Uterine  Polypi. 
These  are  :— 

1.  Fibroid  polypi. 

2.  Mucous  polypi. — According  to  the  late  Dr.  Matthews 
Duncan  there  are  three  varieties ; — 

(i)  Adenomatous,  where  the  polypus  is  composed  chiefly 
of  the  hypertrophied  glands  of  the  mucous  membrane. 

(ii)  Molluscous,  where  the  polypus  is  formed  chiefly  by 
hypertrophy  of  the  connective-tissue  element  of  the  mucous 
membrane. 

{iii)  Cystic,  where  retention  cysts  are  formed  from  the 
uterine  glands,  either  of  the  cervix  or  the  body,  and  where 
the  little  mass  resulting,  composed  of  one  or  several  reten- 
tion cysts,  acquires  a  pedicle. 

3.  Placental  polypi. 

4.  FibrinoUB  polypi.  I 

5.  Malignant  growths  of  polypoid  form.  1 

Fibroid  Polvpi. 
These  have  already  been  sufficiently  considered  under 
Fibroid  Tumours,  of  which  they  are  only  a  variety. 
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Mucous  Polypi. 
Position.     Size.    Number. 

Cystic  mucous  polj*pi  are  merely  Nabothian  ovules  that 
have  become  pedunculated,  their  mode  of  origin  atid  ap- 
pearance have  been  described  under  Cervical  Endometritis. 
They  are  mentioned  here  for  the  sake  of  completeness. 

The  adenomatous  and  molluscous  varieties  are  what  are 
usually  meant  when  mucous  polypi  are  spoken  of.  They 
occur  both  m  the  cervix  and  in  the  body,  hut  are  ci 


Fig  86  —Microscopic  Section  of  a  Macoiu  Polypus  {De  Sin^tj). 
g.  Dilated  glands  e  Epithelium  mf  Muscular  6br« ;  v.  Blood- 
vessel    ct  ConnecU^e  tissue 

in  the  cervix,  especially  just  withm  the  os  externum.  They 
have  a  deep  red  colour  durmg  life,  and  are  extremely  soft 
to  the  touch  Usually  more  than  one  is  present  at  a  time. 
They  vary  m  size  from  that  of  a  small  raisin  to  that  of  a 
large  strawberry.* 

'  The  largest  I  have  met  with  wtis  fusiform  in  shape.  After  several 
weeks  in  spirit  its  measurements  were  as  follows : — Length,  2|  in. ; 
Breadth,  l  in,  ;  Thickness,  \  io.  Before  removal  about  half  an  inch 
of  it  projected  beyond  the  vaginal  orilice.  It  was  attached  to  the 
cervical  canal  near  the  external  os.  There  wus  a  second  one 
size  of  a  cob-nut,   attached  near  it. 
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Mucous  pol}^i  are  most  commonly  met  with  during 
menstrual  life— from  fifteen  to  forty-five.  Occasionally, 
however,  they  are  found  in  women  past  the  menopause. 
I  have  seen  several  cases  of  this  kind. 


r  Mucoas  Polypi  growing  in  ihe  Cer 
(Sir  J.  y.  Simpson). 


SymptomB. — Small  mucous  polypi  of  the  cervix  hanging 
from  the  OS  externum  are  often  discovered  accidentally, 
having  given  rise  to  no  Irouhle. 

The  symptoms  likely  to  he  present  are  :^ 
I.  Blrcding. 
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2.  A  white  or  yellow  discharge. 

3.  SUrilily. 

4.  Dysmenorrhd-a. 

And  such  symptoms,  particularly  the  last  two,  may  be 
considered  due  to  mucous  polypi  with  most  confidence, 
when  these  are  large  and  situated  in  the  body  of  the 
uterus. 

The  bleeding  in  the  case  of  mucous  polypi  is  said  to 
come  from  the  polypus  itself,  but  probably  it  conies  also  in 
part  from  the  general  surface  of  the  mucous  membrane  of 
the  body  of  the  uterus,  at  al!  events  when  the  polypus  is 
attached  there.  The  white  and  yellow  discharge  is  due  to 
associated  cervical  or  corporeal  endometritis. 

Diagnosie.^ Mucous  polypi  hanging  from  the  os  ex- 
ternum are  at  once  diagnosed  by  the  finger,  and  brought 
into  view  with  the  speculum.  Mucous  polypi  of  the  body 
of  the  uterus  can  only  be  recognised  by  dilating  the  cervix, 
and  passing  the  finger  into  the  uterine  cavity.  In  fact,  in 
cases  of  haemorrhage  coming  from  the  cavity  of  the  body 
of  the  uterus,  apart  from  pregnancy,  or  any  suspicion  of 
malignant  disease  of  the  cervix  or  body  of  the  uterus,  we 
may  say  the  general  rule  is: — (i)  try  rest,  ergot,  and  hot 
vaginal  injections  ;  and  if  these  fail  after  a  fair  trial,  (2)  dilate 
the  cervix,  and  examine  the  interior  of  the  uterus. 

Treatment. — Polypi  hanging  from  the  cervix  may  be 
twisted  off  with  a  pair  of  tumour  forceps  (Fig.  88),  which 
should  have  a  catch  like  Spencer  Wells's  forceps  ;  or  their 
attachment  may  be  cut  through  with  scissors. 

Intra-uterine  polypi,  recognised  only  after  dilating  the 
cervix,  should  be  either  twisted  off  with  tumour  forceps, 
or  scraped  away  with  a  curette — antiseptic  douches  being 
given  before  and  after  the  operation,  and  the  uterus  itself 
also  washed  out  with  a  similar  lotion  through  the  intra- 
uterine lube  (Fig.  15,  p.  36). 
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Placental  Polypi — Fibrinous  Polypi. 


These  are  not  the  same,  h  pla<enta! polypus  no  doubt' 
is  usually  in  part  composed  of  fibrin  as  well  as  of  placental 
remains,  but  it  has  its  origin  in  labour  or  abortion,  some 


I 


Fig.  88. — Tumour  Forceps  for  twistii 


portions  of  the  placenta  or  membranes  remaining  adherent 
to  the  uterus,  and  forming  a  base  to  which  layers  of  fibi 
attach  themselves. 

Fibrinous  polypus    may  originate   apart  from    labour 
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abortion  :  for  instance,  I  have  known  it  form  after  removal 
of  a  fibroid  polypus  attached  to  the  body  of  the  uterus,  the 
fibrin  being  deposited  on  the  stump  left  after  section  of  the 
pedicle.  In  this  case  a  highly  offensive,  yellowish,  polypoid 
mass  of  fibrin  protruded  from  the  os  externum  some  days 
after  the  fibroid  had  been  removed.  Often  fragments  of 
the  placenta  Jefl  behind  are  sessile,  attached  to  the  uterine 
mucous  membrane  without  any  stalk. 

Bymptoms — Treatment. — Bleeding  is  the  symptom 
that  usually  leads  to  investigation;  and  if  the  polypus  is 
decomposing,  there  will  also  be  an  offensive  discharge. 
On  examination,  the  uterus  will  be  found  to  be  larger  than 
normal,  and  we  may,  perhaps,  feel  the  polypus  presenting 
at  the  external  os,  though  this  is  far  from  being  always 
the  case. 

The  treatment  consists  in  dilating  the  cervix,  and  scraping 
away  the  polypus  thoroughly,  or  twisting  it  off,  with  all  the 
precautions  mentioned  when  describing  the  treatment  of 
mucous  polypi. 

Malignant  Growths  of  Polypoid  Form. 

These  were  referred  to  when  considering  the  diagnosis  of 
fibroid  polypi.  A  simple,  non-malignant,  papillary  growth 
from  the  vaginal  portion  of  the  cervix  has  been  described ; 
but  practically  a  papillary  growth  of  the  vaginal  portion  of 
the  cervix  that  is  soft,  and  bleeds  easily  on  touching  it,  is 
almost  invariably  malignant.  Malignant  growths  from  the 
body  of  the  uterus  sometimes  assume  a  polypoid  form, 
and  may  occasionally  project  through  the  os  uteri  into  the 
vagina.  I  have  described  further  on  a  case  in  which  I 
extirpated  the  uterus  for  a  growth  of  this  kind. 
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CHAPTER   XI. 
Carcinoma  of  the  Cervix. 

Etiology. 

—It  is  to  be  noted  Ihal  carcinoma  of  the  cervix  is  not 
rare  in  comparatively  young  women ;  we  meet  with  it  not 
very  infrequently  in  patients  of  twenty-six  or  twenty-seven, 
and  after  thirty  it  becomes  quite  common. 

Taking  Gusserow's  statistics  (quoted  by  Hart  and  Bar- 
bour), based  on  2270  cases,  the  exact  percentages  are  as 

follows  : — 

Between  the  ages  of  ao  and  30  ...    3'5  per  cent. 


30 
40 

60 


40  ...  al- 
so ...  34- 
60  ...  a6'4 
70...  11-35 


Above      70 36 

Fertility. — Most  cases  occur  in  those  who  have  had 
large  families.  Winckel,  basing  his  calculations  on  130 
cases,  gives  the  average  fertility  at  s'6  children;  and  says, 
moreover,  that  only  I'j  per  cent,  of  women  with  carcinoma 
of  the  uterus  are  absolutely  sterile. 

How  far,  if  at  all,  the  lacerations  of  the  cervix  that  occur 
luring  labour  predispose  to  carcinoma  is  not  yet  decided. 

Heredity. —  The  number  of  cases  in  which  heredity  can 
be  traced  is  so  small— only  7  or  8  per  cent. — that  it  cannot 
be  regarded  as  proved  lo  have  much  influence. 
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Depression  of  the  general  health.— This  is  regarded 
as  a  predisposing  cause  1  [he  fact  that  carcinoma  is  more 
common  among  the  poor  than  among  the  well-to-do  is 
explained  on  this  ground. 

Baoe. — Carcinoma  is  much  less  frequent  among  the 
black  races  than  among  the  nhite. 

Pat  HO  LOG  V. 

It  would  be  out  of  place  to  enter  into  the  question  as 
to  whether  carcinoma  originates  from  connective-tissue 
cells,  or  from  pre-existing  epithelium.  The  view  taken  here 
will  be  that  which  obtains  most  acceptance  in  this  country, 
viz.,  that  carcinoma  always  originates  from  pre-existing 
epithelium.  Accordingly,  as  regards  the  cervix,  we  may 
have  it  arising  from  the  squamous  epithelium  of  the  vaginal 
portion,  or  from  the  cubical  epithelium  within  the  cervical 
canal,  either  that  on  the  surface,  or  in  the  deeper  parts  of 
the  cervical  glands. 

Clinical  types. 

The  cauUflozutr  excrtscence. — This  originates  from  the 
squamous  epithelium  of  the  vaginal  portion,  and  in  its  early 
stages  forms  a  flat,  or  somewhat  papillary,  growth  from  one 
or  both  lips  of  the  cervix.  These  become  thickened,  and 
the  growth  tends  to  spread  to  the  vaginal  walls.  Ultimately 
a  mass,  the  size  of  the  fist  or  larger,  is  produced,  occupy- 
ing the  upper  part  of  the  vagina.  The  surface  of  it  has 
a  considerable  resemblance  to  the  surface  of  a  cauliflower, 
hence  the  name.*    The  position  of  the  external  os  in  such 

•  The  Itmi  "cauliflower  excrescence  "  wius  originally  given  to  malig- 
nant growths,  where  tlie  papillary,  or  villous,  nature  of  Ibc  surGue  wu 
&  prominent  fealure.  Such  growths  are  much  rarer  than  the  form  to 
which  the  name  coaiifloner  excrescence  is  given  in  the  text,  which 
U  acluaUy  more  like  the  white  put  of  a  cauliiluwei. 


I 
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cases  is  often  difficult  to  find.     Sametimes  a  mass  such  a 
that  described  has  an  indistinct  pedicle. 

The  mushroom-skaped  variety. — This  also  is  a  squamous  1 
epithelioma,  probably,  indeed,  it  is  otlen  a  stage  towards  the  i 
production  of  the  typical  cauliflower  excrescence.     Still  it  is 
a  variety  often  met  with  clinically.     The  vaginal  portion  is. 
enlarged  at  its  lowest  part  by  thickening  of  the  Hps  of  the  J 


Fig.  89.— CauliflovfcrExcrescenccof  the  Cctvii  (Simpson).  (A more 
viUoii!>  growth  than  those  commonly  met  with.)  Compute  thii  specimen, 
where  unpulation  of  ihe  vaginal  portion  tif  the  cervit  only  ha* 
pcrformeii,  with  figures  at  the  end  of  ihe  thapler  where  supra-vaginrt, 
amputatioD  was  done. 

cervix,  and  by  the  spreading  over  them  of  the  flat  ra 
epitheliomatous  growth  from  the  neighbourhood  of 
external  os  outwards  towards  the  circumference, 
finger  passed  outwards  from  the  situation  of  the  os,  co 
at  the  periphery  of  the  growth  to  an  overhanging  margin, 
separated  by  a  shallow  depression  from  the  part  of  the 
cervix  not  yet  affected.  The  whole  vaginal  portion,  there- 
fore,  has  a  rough  resemblance  to  an  inverted  musbroonij 


diameter  of  the  healthy  vaginal  portion.  This  is  due  to 
enlargement  of  the  vagina!  portion  from  the  malignant 
infiltration,  followed  by  ulceration  spreading  from  the  centre 
outwards  in  all  directions.  Sometimes,  indeed,  the  whole 
vaginal  portion  has  in  this  way  heen  destroyed,  and  the 
ulcer  is  bounded  by  a  hard  ring  of  tissue  formed  by  infiltra- 
tion of  the  vaginal  walls. 
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Thr  nodular  variety. — Little  hard  nodules  form  beneath  J 
the  mucous   membrane,   and  project  either  towards   thi 


Fig.  91,— Cardooma  of  tlie  Cervix  (Schroeder)  i   ulceraling  fonB.  ■ 
The  disease  b  in  an  early  stage.      Later,  the  conical,  or  cl 
ulcer  described  in  the  text  wonld  be  produced  in  such  a  case. 


CLINICAL   TYPES. 


cervical  canal,  or  elevate  the  squamous  epithelium  of 
the  vaginal  portion  in  the  neighbourhood  of  the  external 
OS.     As  they  increase  in  size  and  reach  the  surface,  they 


Fig.  93,— Carcinoma  of  (he  Cervix  (SchroedeO ;  nodular  variety.     To 
the  right  is  seen  a  section  of  tbe  cervii  through  the  nodole. 


Fic,  94.— Microscopic  Section  of  »  portion  of  Ihe  Cervix  Uteri  s< 
the  last  figure,  a.  Squamous  epithetiam  in  several  layers  ;  en.  1 
nomatous  nudule  {  between  these  is  seen  a  portion  of  inflamed  n: 
membmne  covered  with  b  single  layer  of  epithelium  (Schroeder). 
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ulcerate.  This  variety  is  less  common  clinically  than  the 
preceding,  partly  no  doubt  because  it  is  a  phase  of  the 
disease  at  an  early  stage. 

\Vhen  ulceration  has  taken  place,  it  merges  sooner  or 
later  into  the  excavated  form  described  in  the  last  para- 
graph as  the  "  conical  ulcer." 

If  the  nodules  project  only  towards  the  cervical  canal,  we 
have  an  example  of  carcinoma  beginning  within  the  canal, 
and  such  a  case  might,  on  hurried  examination,  easily 
escape  detection,  as  the  vaginal  portion  and  os  would 
appear  normal.  Usually,  even  where  it  begins  within  the 
canal,  it  is  not  far  above  the  os  externum,  and  on  everting 
the  lips  of  [he  cervix  with  tenacula  something  of  the 
disease  %¥ill  be  seen.  Such  cases  can  rarely,  if  ever,  be 
diagnosed,  previous  to  the  time  when  ulceration  has  begun. 


Directions  in  which  Carcinoma  of  the  Cervix 

TENDS  TO  Spread.  J 

It  ma^  spread:—  ■ 

1.  Downwards  on  to  the  vaginal  wall, 

I.  Otilwards  into  the  connective  tissue  round  the  cervix, 
into  the  broad  ligaments  and  utero-sacral  ligaments. 

3.  Upwards  along  the  cervical  canal  into  the  body  of  the 
uterus. 

There  is  usually  a  greater  tendency  for  the  growth  -to 
spread  to  the  vagina,  and  to  the  peri-cervical  connective 
tissue,  than  to  the  body  of  the  uterus.  In  a  few  cases  the 
growth  does  extend  upwards  to  the  body  of  the  uterus 
Ix^fore  it  has  spread  to  the  vaginal  walls,  or  the  peri<ervical 
connective  tissue  ;  these  cases  are  quite  the  exception,  and 
it  is  for  them  especially  that  extirpation  of  the  whole  uterus 
for  malignant  disease  of  the  cervut  is  to  be  preferred  to 
supra-vaginal  amputation  of  the  cervix.      In  advanced  cases 
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the  ureters  become  dilated  from  obstrQction,  partly  due 
to  pressure,  and  partly  to  the  walls  of  the  ureters  them- 
selves being  infiltrated  ;  ultimately  hydronephrosis  may  be 
produced. 

As  the  growth  that  has  involved  the  anterior  vaginal  wall 
ulcerates,  we  may  have  a  vesico- vaginal  fistula  ;  more  rarely, 
from  similar  processes  involving  the  posterior  wall — recto- 


Fic  95. — Carcinoma  of  the  Cervix,  nn  advanced  a 
has  been  a  prominent  feature.  The  blndJer  and  r 
freely  with  the  vagina  (Faire). 


vaginal  fistula :  still  more  rarely,  perforation  into  the  peri- 
toneal cavity  may  occur. 

In  advanced  cases  where  ulceration  has  been  a  prominent 
feature,  the  bladder  and  rectum  may  communicate  freely 
with  the  vagina  (Fig.  95). 

Symptoma.— The  special  local  symptoms  of  carcinoma 
of  the  cervix  are  : — 

r.  Bktding. 
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T  later  becomes  offei 


:nsin^H 


2.  A  discharge,  which  s 

3.  Pain.  _ 
Other  local  symptoms  nol  infrequently  present  are: — 

painful,  diffkult,  or  frequent  micturition,  and  pruritus  «f  th^ 
vuh'a. 

Sometimes  wasting  precedes  all  other  symptoms,  the 
patient  noticing  that  she  is  getting  thinner  without  apparent 
cause.  In  any  case,  once  local  symptoms  are  present,  she 
rapidly  loses  weight,  and  becomes  conscious  of  a  sense  of 
weakness  and  general  iUheallh,  till  ultimately  she  presents 
the  appearance  known  as  the  cancerous  cachexia. 

It  should  be  noted,  however,  that  cachexia  is  only  present 
in  cases  that  are  far  advanced.  The  patient  may  look  quite 
well  for  a  considerable  lime  in  cases  of  cancer  of  the  cervix. 
Nothing  can  be  more  misleading  than  to  conclude  that  a 
patient  cannot  have  cancer  of  the  cervix  because,  as  regards 
the  face,  she  looks  well. 

Bleeding.— In  most  cases  hsmorrhage,  occurring  at 
some  time  other  than  a  menstrual  period,  is  the  earliest 
symptom  to  attract  attention.  Occasionally  a  persistent 
while  or  yellow  discharge,  increasing  in  quantity,  and 
ultimately  becoming  offensive,  may  be  the  symptom  that 
first  attracts  attention,  there  being  no  unusual  bleeding  till 
the  disease  has  reached  a  somewhat  advanced  stage.  This 
is,  however,  quite  the  onceplion.  Hemorrhage  after  coitus 
is  particularly  signijicant  of  carcinoma  of  the  cervix.  It 
may  be  taken  as  a  general  rule  that  haemorrhage  coming  on 
some  )ears  after  the  menopause  is  almost  always  due  to 
malignant  disease. 

The  dlsoharge.— In  early  cases  before  ulceration  has 
taken  place,  the  discharge  is  not  offensive;  at  ihis  time 
it  is  likely  to  be  yellowish,  and  more  or  less  streaked  with 
blood.  Later,  when  ulceration  has  set  in,  the  discharge  does 
become  horribly  offensive,  and  at  this  lime  it  is  usually  thin, 
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and  like  dirty  water.  It  should  be  especially  noted  that 
an  offensive  discharge  is  not  pathognomonic  of  carcinoma. 
A  sloughing  fibroid  polypus,  for  instance,  produces  a  dis- 
charge every  bit  as  offensive  as  any  that  occurs  in  cases 
of  carcinoma;  and  on  the  other  hand,  as  mentioned 
above,  in  early  cases  of  carcinoma,  the  discharge  is  not 
offensive. 

Pain. — This  is  a  late  symptom  in  carcinoma  of  the  cervix; 
when  at  length  it  appears,  it  is  extremely  severe,  and  usually 
worse  at  night,  so  that  the  patient  cannot  sleep  without 
morphia. 

Fever.— When  ulceration  has  occurred,  and  the  discharge 
has  become  offensive,  there  is  fever,  due  to  absorption  of 
the  chemical  products  of  putrefaction -^septic  intoxication, 
or  sapra:mia.  The  result  of  scraping  away  the  diseased 
tissue  as  completely  as  possible  shows  this;  for  whereas 
before  the  scraping  the  temperature  chart  has  shown  the 
presence  of  moderate  fever,  after  the  scraping  the  tempera- 
ture falls,  and  often  remains  normal  till  fresh  portions  of 
the  growth  necrose  and  putrefy. 

In  advanced  cases  a  condition  of  one  or  both  lower 
extremities,  indistinguishable  from  the  phlegmasia  dolens 
of  puerperal  women,  is  not  uncommon. 

Physical  signfl.— On  vaginal  examination  with  the  finger 
and  speculum,  we  may  meet  with  any  of  the  conditions 
already  sufficiently  described,  vi/. : — 

Tht  caulifiimer  excrescence. 

The  mushroom-shaped  variety. 

The  conical  ulcer. 

The  nodular  variety. 

Even  gentle  examination  with  the  finger  almost  always 
causes  some  bleeding.  The  speculum  should,  as  a  rule, 
only  be  used  in  early  cases ;  if  it  is  desirable  to  pai 
speculum  in  advanced  cases,  Sims's  speculum  is  the  1 
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for  the  purpose,  care  being  taken  to  avoid  touching  the 
diseased  tissue  as  far  as  possible. 

Id  cases  where  the  disease  has  commenced  a  little  distance 
above  the  os  uteri,  it  may  be  necessary  to  evert  the  lips  of 
the  cervix  with  tenacula,  in  order  to  see  any  evidence  (e.g., 
ulceration)  of  the  disease. 

In  such  cases,  when  the  finger  is  pressed  firmly  against 
the  suspected  area,  the  tissue  will  usually  be  found  to  break 
down  if  affected  by  a  malignant  growth. 

Mobility  of  the  uteroB.— In  early  cases  the  uterus  is 
freely  movable.  Later,  as  the  growth  spreads  to  the  vagina 
and  connective  tissue  round  the  cervix,  it  becomes  less  and 
less  movable  ;  finally,  in  advanced  cases,  when  the  infiltration 
has  advanced  along  the  broad  ligaments,  and  utero-sacra] 
ligaments,  to  the  pelvic  wall,  the  uterus  becomes  completely 
fixed. 

When  the  disease  has  reached  this  stage,  on  abdominal 
palpation  we  can  easily  feel  a  hard  mass  in  the  hypc^astric 
region  occupying  the  brim  of  the  pelvis. 

Diagnosis. — In  most  cases  the  diagnosis  is  easily  made, 
because  most  cases  come  under  observation  at  a  compara- 
tively advanced  stage,  when  the  physical  signs  are  charac- 
teristic. In  early  cases  carcinoma  of  the  cervix  has  to  be 
distinguished  from  the  following  :— 

Non-malignant  erosions  of  the  cervix,  especially  those  that 
bleed  easily  when  touched. 

Chrome  inflaimnatory  induration  ofihectrvix  with  occluded 
follicles. 

Sloughing  fibroid  fiolypi  of  the  cervix.       "j      . 

Condylomata  of  the  cervix.  ^  "^**  '"  P™*^" 

Chancre  of  the  cervix.  Y'"''    ''''•'^y  f"^ 

.,         ,.        ,  ^  ,  ,,  ,,,  .      Vnse  to  any  dim- 

Non-maltgnanl  papilloma  of  the  cervix.   {  A' 

Small  interstilinl  fil-roid  ff  the  eervi 

Corroding  ulcer  of  the  urvix. 
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The  first  two  are  the  only  conditions  in  which  any  real 
difficulty  is  likely  to  arise. 

1.  Non-malignant  erosions  usually  improve  rapidly,  even 
if  they  cannot  be  completely  cured,  by  suitable  local  treat- 
ment. The  tissue  of  an  erosion  does  not  break  down  when 
pressed  upon  by  a  blunt  instrument  such  as  the  sound. 

2.  Chronic  inflammatory  induration  of  the  arvix  with 
occluded  follides. — This  may  occasionally  suggest  the  nodular 
variety  of  carcinoma,  the  little  hard  lumps  formed  by  the 
ovula  Nabothi  simulating  nodules  of  carcinoma.  If  such  a 
lump  is  an  occluded  follicle,  puncture  gives  exit  to  fluid, 
and  the  hard  lump  disappears.  Again,  the  history  is 
different,  extending  often  over  a  long  period.  Here  also, 
in  case  of  doubt,  weighing  the  patient  will  settle  the 
question  very  soon. 

It  is  as  well  to  say  here,  that  most  cases,  in  which  any 
doubt  is  felt  by  one  familiar  with  the  subject,  turn  out  to 
be  n  on -malignant.  This  is  particularly  worth  noticing  in 
connection  with  the  two  conditions  just  referred  to,  which 
are  those  in  which  temporary  difficulty  in  diagnosis  most 
often  arises. 

Chancre  on  the  cervix  or  condylomata  an  the  cervix  are 
rare.  Suitable  local  and  constitutional  treatment,  e.g., 
injections  of  lead  lotion,  and  mercury  internally,  would 
soon  make  the  diagnosis  clear.  In  the  case  of  condylomata 
there  would  probably  be  other  evidences  of  syphilis  present 
at  the  same  time  elsewhere,  e.g.,  round  the  vulva,  anus,  in 
the  throat,  etc. 

Sloughing  fibroid  polypus. — I  have  known  a  polypoid 
malignant  growth  of  the  cervix  taken  for  a  sloughing  fibroid 
polypus.  The  differential  diagnosis  has  been  described  in 
the  chapter  on  Fibroid  Tumours  (see  page  204). 

Non-malignant  papilloma. — If  there  is  such  a  thing, 
extremely  rare,  and  certainly  it  is  right  to  treat  every  case 
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of  papilloma  of  the  cervix  as  if  it  were  malignant  The 
only  exception  to  this  is  where  there  are  warts,  evidently  of 

a  simple  nature,  also  present  on  the  v^inal  walls  and  on  the 
vulva. 

Small  inlcntitial  fibroid  nf  the  cervix. — So  long  as  no 
ulceration  has  occurred,  a  positive  diagnosis  cannot  at 
once  be  made.  Watching  the  case  for  a  short  time,  and 
paying  attention  to  the  weight  of  the  patient,  would  soon 
settle  the  matter.  Fibroids  in  this  situation  are  not  at  all 
common. 

Carrudifig  ulcer  of  the  «rr7«.r.— This  is  a  very  rare  con- 
dition, the  exact  nature  of  which  is  doubtful ;  it  would  be 
right,  however,  to  treat  it  as  if  it  were  a  carcinomatous  ulcer. 

To  sum  up  as  regards  differential  diagnosis. — 
In  practice  diagnosis  is  seldom  difficult ;  in  cases  where  we 
are  in  doubt  the  condition  almost  always  turns  out  to  be 
non-malignant.  When  in  doubt,  careful  attention  to  the 
patient's  weight  at  short  intervals,  with  suitable  local  treat- 
ment lo  the  suspicious  surface,  combined  with  constitutional 
treatment,  if  there  is  a  suspicion  of  syphilis,  will  soon  clear 
up  matters. 

Duration  of  the  disease The  duration  of  life  from 

the  time  the  patient  first  seeks  advice,  may  be  taken  on  an 
average  as  from  a  year  to  a  year  and  a  half.  Some  cases 
only  live  a  few  months,  others  may  live  as  long  as  three  or 
four  years,  Winckel  mentions  three  years  and  eight  months 
as  the  longest  duration  he  has  met  with. 

Causes  of  death. — These  are: — 

Periliinitii  in  15  per  cent,  of  C8«s  (Winckel). 

Ur,Tmi,i     „  45 

Exhumlion  in  most  of  the  remaining  cases. 

Rarely  death  may  be  imraedialcly  due  to  ;— 

Hamorrhage. 

Embolism. 
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Treatment. — In  early  cases. 

Tin  supni'Vagitial  amputation  iif  the  cervix.—AVhsn  we 
meet  with  a  case  eariy  enough  to  be  able  to  remove  the 
whole  of  the  obviously  diseased  part,  plus  a  surrounding 
shell  of  apparently  healthy  tissue  (the  broader  the  better), 
the  right  treatment  is  by  the  operation  known  as  the 
supra-vaginal  amputation  of  the  cervix.  The  question  is 
often  a  nice  one  as  to  whether,  in  a  particular  case,  the 
disease  is  too  far  advanced  or  not  for  this  operation. 

■We  may  consider  it  indicated  in  cases  where  the  disease 
is  limited  to  the  tissues  of  the  cervix,  and  has  not  extended 
either  on  to  the  vaginal  walls,  or  into  the  connective  tissue 
round  the  cervix.  Only  those  who  are  in  the  habit  of  per- 
forming the  operation  can  decide  in  doubtful  cases  whether 
the  disease  is  too  far  advanced  for  it  to  be  possible  to  make 
the  lines  of  section  sufficiently  wide  of  the  disease. 

Extirpation  of  the  uterus. — In  the  small  minority  of  cases 
where  the  disease  has  extended  up  the  cervical  canal  to  the 
body  of  the  uterus,  without  spreading  either  to  the  vaginal 
walls,  or  Into  the  peri-cervical  connective  tissue,  the  right 
treatment  is  extirpation  of  the  whole  uterus.  For  the  large 
majority  of  cases  of  malignant  disease  of  the  cervix,  where 
the  tendency,  as  already  mentioned,  is  to  spread  to  the 
vagina,  and  connective  tissue  round  the  cervix,  and  not  to 
the  body  of  the  uterus,  it  would  seem  li  priori  to  be  illogical 
to  remove  the  whole  uterus.  Vet  it  is  believed  by  some 
authorities  that  recurrence  is  more  likely  to  take  place  at 
an  early  period  after  supra-vaginal  amputation  thari  after 
extirpation  of  the  whole  uterus  (see  Uerry  Hart,  in  Year- 
book of  Treatmtiit,  1889).  This  question  has  yet  to  be 
settled. 

As,  however,  the  mortality  of  vaginal  hysterectomy  has 
diminished,  it  has  become  justifiable  to  perform  the  opera- 
tion in  cases  of  cancer   of  the  cervix  where  the  patient 
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seems  well  able  to  stand  a  severe  operation,  where  ^1 
the  conditions  are  favourable,  and  v>hert  the  diagnosis  is 
absolutely  indisputable. 

In  reference  to  this  point  the  following  quotation  from 
a  leading  article  in  the  Lanut  of  December  ayth,  1890,  is 
well  deserving  of  attention  : — 

"  There  appears  to  be  a  movement  in  Germany  in  favour 
of  hysterectomy  rather  than  supra-vaginal  amputation,  but 
the  enormous  numbers  of  cases  recorded  seem  to  us  some- 
what suspicious.  We  venture  to  say  that  such  numbers 
recorded  in  towns  which  are  mere  villages  compared  to 
London,  would  not  be  equalled  by  the  records  of  all  the 
London  Medical  Schools  put  together." 

Description  of  the  Supravaginal  Amputation, 

The  patient  being  in  the  lithotomy  position,  a  vaginal 
douche  of  some  efficient  antiseptic  (e.g.,  iodine  water)  is 
given.  Sims's  speculum  is  then  passed,  and  the  cervix 
drawn  down  to  the  vuiva. 

Drawing  down  the  uteruB.— For  drawing  down  the 
cervix,  if  the  disease  affects  both  lips,  it  is  best  to  use 
volsellae  ;  at  least  two  should  be  at  hand.  It  is  very  impor- 
tant that  the  traction  should  be  as  steady  as  possible  when 
once  a  good  hold  has  been  obtained.  A  glance  at  Fig.  96 
will  show  the  relation  of  the  cervix  to  the  ureters. 

Anterior  incision. 

Separation  of  the  bladder  from  the  supravaginal  cervix. 
— ^The  cervix  is  carried  well  back  towards  the  perineum, 
care  being  taken  to  keep  it  in  the  middle  line;  a  sound 
is  now  passed  into  the  bladder,  and  the  limits  of  the  bladder 
towards  the  anterior  lip  of  the  cervix  ascertained.  Guided 
by  this  information,  a  transverse  incision  is  made  along 
the  line  ab  (Fig.  97)  through  the  anterior  vaginal  wall; 
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the  incision  has  a  slight  convexity  towards  the  pubes. 
There  should  be  at  least  i  cm.  (J  inch)  of  apparently 
healthy  raucous  membrane  in  each  direction,  between  the 
incision  and  the  diseased  area.  I  prefer  to  use  blunt- 
pointed  scissors  for  making  the  incision.     It  is  important 


Fig.  96.  —Diagram  to  illuslrale  relations  of  the  ureters  to  the  cetvU 
irhea  the  patient  la  io  the  lithotomy  posilioo,  with  special  reference 
to  the  operations  of  supra-vaginal  atnpulalion  of  the  cervix,  and 
extirpation  of  the  uterus. 

In  seven  specimens  examined  with  reference  to  the  distance  a  6, 
lielween  the  oiiRces  of  the  ureters  in  the  hlaxlder,  it  waa  found  that 
this  varied  from  ,V  '"ch  to  2  inches,  average  value,  of  fli  =  I A  inch. 

In  three  specimens  the  distance  Jc  was  carefully  measured,  i.e.,  the 
distance  from  the  cervix  to  a  horizontal  tine  joining  the  orifices  of  the 
ureters;   in  two  specimens  it  measured  |  inch,  and  in  one  specimen 

In  two  specimens  the  distances  //were  carefully  delermioed,  i.t.,  the 
distance  from  the  side  of  the  cervix  to  the  ureter  in  a  horizontal  line 
passing  throngh  the  middle  of  the  cervix  ;  in  one  specimen  ^/was  |  and 
in  the  other  "rather  more  than  |  inch." 

On  referring  to  the  ligure,  p.  352,  illustrating  the  incisions  for  the 
supra-vaginal  amputation  of  the  cervix,  it  will  be  seen  that  there  is 
ample  room  for  them  without  any  risk  of  Injuring  the  ureters. 

to  feel  one's  way  at  frequent  intervals  with  the  sound 
in  the  bladder  during  this  step  of  the  operation.  In 
some  cases,  where  the  disease  affects  the  anterior  lip,  the 
separation  of  the  bladder  front  the  cervix  is  rendered  easier 
by  dilating  the  urethra,  and  passing  the  forefinger  of  the 
lefl  hand  into  the  bladder.    There  is  an-interval  of  com- 
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paratively  loose  connective  tissue  between  the  supra-vaginal 
cen'ix  and  the  bladder;  and  when  this  has  been  entered, 
most  of  the  necessary  separation  can  be  effected  with  the 
finger.  When  we  judge  that  we  have  cleared  the  cervix 
sufficiently  in  front,  we  proceed  to  the  next  step. 

PoBterior  incision. 

Separation  of  thf  peritoneum  from  the  posterior  ttspici  of  the 
cervix. — -The  cervix  is  now  carried  well  forwards  towards  the 
pubes.  A  transverse  incision  along  the  line  cd  (Fig.  97)  is 
then  made  through  the  posterior  vaginal  wall ;  and  keeping 
close  to  the  cervix,  we  dissect   the   peritoneum   from  its 


Fig.  97. 


posterior  aspect  as  high  as  is  necessary  to  correspond  to  the 
height  to  which  the  anterior  aspect  has  been  cleared.  At 
this  stage  it  is  very  likely  that  the  peritoneal  cavity  will  be 
opened— button-holed  :  but  this  is  not  of  much  importance, 
and  fear  of  doing  it  should  not  prevent  a  sufficiently  high 
separation  being  made.  The  cervix  has  now  l>een  cleared, 
anteriorly  and  posteriorly,  but  as  yet  the  lateral  attachments 
remain. 

Preliminary  lateral  inciBions. 

Lateral  incisions  should  be  made  on  each  side,  along  the 
lines  a£,bd;  but  they  should  at  first  be  only  mucous  mem- 
brane deep ;  made,  in  fact,  merely  as  an  indication  where 
the  actual  separation  is  10  be  made  when  the  time  comes.  _ 
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Lateral  ligatures — A  strong  blunt-pointed  pedicle 
needle  armed  with  a  strong  silk  ligature  should  then  be 
passed  from  behind  forwards,  so  as  to  include  the  whole 
lateral  attachment.  It  should  be  made  to  encircle  the  whole 
lateral  attachment  of  the  cervix  up  to  the  height  at  which 
it  is  proposed  to  amputate  it     This  is  done  on  each  side. 

The  ligatures  are  tied  as  tightly  as  possible ;  and  as  they 
are  very  apt  to  slip  before  the  second  hitch  is  made,  the 
best  plan  is  to  hold  the  first  knot  with  Wells's  forceps  while 
the  second  hitch  Is  being  tied.  The  cervix  can  now  be 
freed  from  its  lateral  attachments  without  fear  of  hemor- 
rhage, if  the  ligatures  have  been  properly  placed,  and 
securely  tied.  It  is,  however,  not  uncommon  for  the 
ligatures  to  loosen,  and  it  is  desirable  to  have  Wells's 
forceps  ready  to  seize  any  large  vessel  that  bleeds  as  the 
lateral  attachment  is  divided.  Large  branches  of  the 
uterine  artery  lie  in  this  attachment,  and  it  is  to  control 
■them  that  the  precautionary  ligatures  described  are  used. 
Instead  of  using  ligatures,  Wells's  forceps  may  be  used 
btfort  cutting  the  lateral  attachments ;  they  may  be  left  on 
for  forty-eight  hours. 

Removal  of  the  cervix — The  cervix  has  now  been 
made  clear  all  round.  To  remove  it,  we  incise  the  anterior 
wall  till  the  lumen  of  the  cervical  canal  is  seen  {the  part 
■of  the  cavity  exposed  should  be  at  the  level  of  the  internal 
os);  we  then  pass  one  or  two  silver  wire  sutures  with  an 
Emmet's  needle,  from  the  anterior  margin  of  the  stump 
through  the  cut  edge  of  the  anterior  vaginal  wall,  and  either 
twist  them,  or,  better,  fix  them  with  Aveling's  coil  and  shot. 
We  have  thus  a  hold  on  the  stump.  Wp  can  now  complete 
the  removal  of  the  cen'ix,  and  stitch  the  posterior  margin 
of  the  stump  to  the  cut  edge  of  the  posterior  vaginal  wall  in 
a  similar  manner.     Stitching  as  described  is  not  essential. 

The  cervix  removed  should  be  slit  up,  and  examined, 
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to  make  sure  we  have  removed  it  sufficiently  high  al 
the  disease. 

Any  Wells's  forceps  on  big  vessels  may  be  left  on 
forty-eight  hours.     The  vagina  is  once  more  douched 
a  strip  of  iodoform  gauze  is  placed  in  the  vagina,  and  the 
patient  sent  back  to  bed. 

After  the  gauze  is  removed,  antiseptic  douches  may  be 
given  twice  a  day.  I  prefer  not  to  douche  till  the  end  of 
the  week  in  cases  where  the  peritoneum  has  been  opened. 

The  operation  of  extirpation  of  the  utems  will  be 
described  in  the  treatment  of  carcinoma  of  the  body  of  the 
uterus. 

Other  modes  of  treatment. 

The   supra-vaginal  amputation  of  the  cervix,  just  de- 
scribed, is  of  comparatively  recent  origin.     Before  it  was 
Introduced,  amputation  of  only  the  vaginal  portion  of  the 
cervix  with  the  fcraseur  was  considered  the  best  that  co 
be  done. 

When  we.  remember  that  the  whole  cen'ix  is  on 
average  about  an  inch  long,  and  the  vaginal  portion  of  tbs 
cervix  only  about  J  Inch  long,  it  will  be  evident  that  any 
operation  by  which  the  vaginal  portion  only  is  cut  off,  can 
very  rarely  even  remove  al!  the  obviously  diseasedjtissue, 
let  alone  leave  a  good  width  of  heahhy  tissue  between 
line  of  section  and  the  diseased  structures. 

So  that  cases  suitable  for  the  ^upra-vaginal  amputatioo,' 
include  all  in  which  amputation  of  the  vaginal  portion 
only  would  be  suitable,  and  many  others  where  the  latter 
operation  would  be  useless. 

In  certain  cases  the  ^craseur  may  be  used  merely  as  a 
preliminary  step  with  advantage  :  for  example,  where  a  large 
cauliflower-like  mass  blocks  the  vagina,  and  yet  appears  to 
spring  from  the  cervix  by  a  constricted  part,  or  spurious 
pedicle.     Here  it  is  convenient  to  first  get  away  the  bulk 
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of  the'  growth  with  the  icraseur,  and  then  examine  the 
condition  carefully,  to  see  if  all  the  diseased  parts  can  be 
removed  by  proceeding  to  the  supra-vaginal  amputation. 
When  using  the  6:raseur  as  described,  it  is  important  to 
make  no  downward  traction  on  the  mass,  or  a  part  of  the 
bladder  may  be  caught  in  the  wire  loop ;  similarly  a  portion 
of  Douglas's  pouch  may  be  nipped  in,  and  removed.  In 
one  case  of  mine,  where  a  cauliflower  growth  had  extended 
on  to  the  posterior  vagina!  wall,  this  latter  accident  occurred; 
a  piece  of  Douglas's  pouch,  an  inch  broad  from  side  to 
side,  was  removed  with  the  malignant  mass.  The  opening 
was  stitched  with  silver  wire,  bringing  the  edges  of  the 
peritoneum  together,  and  no  harm  resulted.  The  supra- 
vaginal amputation  is  a  difficult  operation,  but  not  a  very 
dangerous  one.  Hofmeier  (quoted  in  the  Yearbook  of 
Treatmenl,  1884)  gives  statistics  of  105  operations  done  in 
Schroeder's  Clinique,  with  the  mortality  of  la^^  per  cent 
I  have  done  the  operation  31  times,  the  patient  in  each 
case  making  a  good  recovery. 

My  rule  has  bew  to  perform  the  operation  whenever 
there  seemed  a  fair  chance  that  the  incisions  necessary 
to  remove  the  cervix  could  be  made  through  apparently 
healthy  tissue,  and  so  it  has  happened  that  in  several  of 
my  cases  the  disease  has  been  in  a  considerably  advanced 
stage  when  the  operation  was  done.  I  am  still  Inclined 
to  think,  however,  that  the  rule  I  have  adopted  is  the  right 
one,  because,  of  two  cases  operated  on,  the  disease  being 
apparently  at  the  same  degree  of  advancement  in  each, 
in  one  recurrence  may  take  place  in  a  few  months,  while 
in  the  other  there  may  be  an  interval  of  one  or  two  years 
before  the  disease  returns.  For  example,  in  Case  la,  in 
my  series,  it  is  now  liine  years  since  the  operation,  and 
the  patient  remains  quite  well.  In  this  case  the  disease 
chiefly  affected  the  posterior  lip,  and  was  so  far  advanced 
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nine  months  after  operation.     Disease  moderately  advanced 
at  time  of  operation. 

Case  i6  is  still  quite  well  and  free  from  recurrence,  it 
being  eight  years  since  the  operation.  This  patient  canie 
for  several  years  about  once  a  fortnight  to  see  me  at  the 
London  Hospital,  and  I  still  see  her  there  occasionally,  and 
she  is  examined  from  time  to  time.  There  has  never  been 
the  slightest  sign  of  recurrence.  The  specimen  and  sec- 
tions of  it  were  shown  at  the  meeting  of  the  Royal  Medical 
and  Chirurgical  Society  in  December  1891,  when  the  paper 
already  alluded  to  was  read.  The  growth  is  a  well-marked 
example  of  columnar-celled  epithelioma. 

Case  17  is,  I  have  reason  to  believe,  quite  well  and  free 
from  symptoms  of  recurrence,  it  being  more  than  seven 
years  since  the  operation.  The  growth  was  a  columnar- 
celled  epithelioma.  The  specimen  and  sections  of  it  were 
shown  on  the  same  occasion  as  the  specimen  from  Case  rfi. 
Case  18  was  well  for  more  than  a  year,  then  symptoms 
of  recurrence  appeared,  and  the  last  time  I  saw  her  there 
was  a  large,  evidently  malignant,  ulcer  at  the  top  of  the 
vagina.  A  point  of  special  interest  in  this  case  is  that  the 
microscopical  appearances  of  the  growth  were  not  such  as 
to  make  it  clear  that  the  case  was  one  of  cancer.  The 
sections  only  showed  a  glandular  structure.  The  clinical 
characters  of  the  growth  were,  however,  decidedly  malig- 
nant. The  recurrence  places  the  malignancy  beyond  doubt. 
The  case  shows  [hat  it  is  not  always  safe  to  pronounce 
upon  the  nature  of  a  growth  upon  the  microscopical 
appearances  alone ;  the  clinical  characters  must  be  taken 
I        into  consideration  as  well. 

B         Case  so  is  still  quite  well — four  years  and  a  half  since 
H     the  operation. 

H        As  regards  Cases  23-31,  my  intention  is  to  record  them 
H    fully  elsewhere,  so  that  I  will  say  no  more  about  them  here. 
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CAsra  or  THE  Supra-vaginal  Amputation  of  the 

Cervix  for  Carcinoma. 
In  the  following  case  the  patient  remained  free  from  any 

sign  of  recurrence  for  a  year  and  two  months  after  supra- 
vaginal ampuEaiion  of  the  cervix  had  been  performed ;  then 
recurrence  took  place  on  the  anterior  pari  of  the  stump, 
and  adjacent  anterior  vaginal  wall  j  this  was  cauterised 
very  freely  with  Paquelin's  cautery,  and  two  years  from 
the  date  of  the  original  operation  there  was  no  evidence 
of  disease  to  be  seen,  and  the  patient  was  quite  well, 

(A'o.  3  i»  lilt  leri'S  of  31).  E.  H.,  age  41,  marrird  twice,  had  two 
children  by  het  first  husband,  no  children  hy  her  second  husband,  to 
whom  she  had  been  married  fifteen  years.  She  had  never  had  any 
nujcdrriaees.  Admitted  to  Ihe  London  Hospital  on  February  6lh, 
1SS6,  complaining  cbierty  of  a  Ihick  yellew  disihargi,  which  she  hnd 
had  for  four  or  five  years  1  during  the  last  six  months,  bowevet, 
this  discharge  had  been  coloured  red,  at  times  when  sbe  was  not 
mentttualing. 

On  examination,  a  sofl,  papillary  e'**'''  *»*  seen  erowing  from 
the  posterior  lip  of  the  vaginal  portion  of  the  cervix.  The  area 
occupied  by  the  growth  was  about  the  siie  of  a  sixpence.  The 
growth  bled  tcndily  on  touching  il.  The  sound  pused  a  distance  of 
2|  inches. 

Ftbrwuy  itii,  1886.— Supra- vaginal  amputation  of  the  cervii  was 
perfumied.  The  piece  removed  was  1^  inch  long.  The  patient 
.  recovered  without  any  bad  symptom,  and  «'cnl  home.  Subsequently 
(he  came  up  i^ularly  to  the  hospital,  and  nothing  suspicious  was  icen 
till  April  35th,  18S7.  On  examination  then,  I  found  a  red  patch  on 
Ihe  scar,  about  j  inch  wide,  immediately  to  the  left  of  the  entrance 
lu  the  uterine  cavity  ;  il  had  not  been  there  previously.  This  was 
HBlchcd  carefully  1  it  gradually  increased  in  siic,  and  on  October  8(h, 
1S87,  the  patient  was  readmitted.  At  lhi»  time  there  w.is  a  papillary 
growth  over  an  area  the  siie  of  a  florin  ;  Ihe  growth  involved  the 
anterior  pari  of  the  uterine  slump  and  adjacent  anterior  vaginal  wall 
The  edge  of  the  growth  was  overhanging.  Gentle  enaminaiiun  caused 
bleeding,  and  brought  away  frogmenlE  of  the  growth  the  site  of  shot. 


Oa  Octobtr  lyi,  1887,  a  careful  examination  under  ether  was  made. 
It  was  found  to  be  impossible  !□  cut  out  the  recuirent  patch,  as  most 
of  it  was  on  the  anterior  vaginal  wall,  and  cutting  it  out  completely 
would  have  involved  cutting  out  a  piece  of  the  bladder.  The  whole 
area  occupied  by  the  growth,  tc^ether  with  a  margin  of  healthy  tissue 
round  it,  was,  therefore,  very  freely  cauterised  with  Paquelin's  cautery. 

On  January  24li,  iSSS,  she  came  up  [o  sec  me;  she  has  been 
(egukr  since  leaving  the  hospital,  and  has  hid  no  inter-menstrual 
discharge  of  any  kind.  On  examination,  I  found  that  the  ulcer  caused 
by  the  cautery  hod  completely  healed,  and  there  was  no  trace  of  the 
disease  either  [here  or  elsewhere. 


Fig.  98,— Cervii  removed  by  the  supra-vaginal  amputation  in  tht 
case  of  E,  L.  a  points  to  the  healthy  mucous  membrane  on  th( 
anterior  Hil ;  £,  to  a  mark  lelt  by  Spencer  Wells's  forceps  on  the  sped' 
men;  c,  to  the  situation  of  the  continuation  of  the  cervical  canal  al 
the  top  of  the  conical  ulcer ;  d.  The  posterior  lip. 


In  the  next  case  the  disease  was  at  a  more  advanced 

stage  at  the  time  of  the  operation. 

(A'n.  4  (M  /it  series  of  31),  E,  L.,  age  33,  six  children,  the  last 
about  four  years  ago,  and  one  miscarriage,  which  occurred  four  months 
ago,  when  she  was  six  months  pregnant,  was  admilted  to  the  London 
Hospital  on  July  19th,  1SS6,  complaining  of  having  been  losing  blood 
ever  since  the  miscarriage.   The  loss  has  never  stopped  more  thi 
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or  two  during  this  time. 

Stutten  admsiiaH,  July  19M,  1BS6.— In  the 


of  the  external 
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OS  is  a  cAvity  admitting  the  fing«T  as  Ut  as  the  root  of  the  nail  ( Fig.  9$). 
The  wslls  of  the  cavity  aie  loimeil  by  hard  tissue-  Examinalioii 
causes  a  little  bleeding,  and  the  (inger  on  withdrawal  has  an  olTensiire 
odour.  In  passing  the  speculum  the  appeaiancc  shown  in  Fig,  98  is 
seen.  The  uterus  is  freely  movable.  Most  of  the  excavation  is  in  the 
anieriot  Up  of  the  cervix,  but  there  rs  supetiicial  ulceration  of  the 
posterior  lip  also. 

Operation  en  July  ao/*.— The  supra-vaginal  acopulation  of  the  cervix 
was  perTormed,  At  hrst  sight  it  appeared  as  if  (he  disease  had 
exlended  so  close  to  the  bladder  that  separation  would  be  impos! 


Fig.  99.— Side  view  of  the  same  specimen.  Case  of  E.  L.  jj.  An- 
terior lip ;  b  points  by  three  lines  to  thickening  in  the  anterior  wbU 
of  the  cervix  cortespoiuling  to  the  extent  of  the  excavatioD  seen  in  th« 
preceding  figure. 


therefbie  dilated  the  urethra  with  Hegu'i  dilators,  and  held  the  wrII  of 
the  hladder  between  the  left  forc-fmger  and  thumb,  while  the  cervix 
WIS  drawn  backwards  by  an  assistant ;  in  this  way  the  bladder  was 
dissected  off  the  anterior  aspect,  of  the  cervix.  No  permanent  iacon- 
tioence  of  urine  resulted.  In  clearing  the  peritoneum  from  the  pusteriot 
aspect  of  the  cervix,  Douglas's  pouch  wis  o|)enc<l,  the  opening  being  a 
quarter  of  an  inch  long. 

The  operation  was  done  at  la  a.m.     Soon  after  its  completion  the 
puicat  had  a  rigoTi  and  at  4  p.m.  the  Umperatnre  roie  to  103"  (the 
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pulse,  however,  only  being  ^6),  falJine  to  98°  by  8  a.m. 
In  the  evening  of  July  sisi  the  temperature  was  ioo'2°  ; 
remained  normal. 

The  patient  left  the  hospital  on  August  17th  ;  her  wei 
It  St.  9{  lb.  November  iSth,  weight  12  si,  2  lb.  Di 
■vcight  1 2  St.  Jib. 
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The  patient  was  seen  in  January  ami  March  1887. 
perfectly  healthy,  and  her  general  health  good.  She  nem 
l6lh,  1887,  and  complaineil  that  she  was  suffering  from 
the  right  hip,  and  down  the  right  leg.  This  had  comeon  quite  recently, 
and  was  preceded  by  numbness  in  the  leg.  The  cicatrix  was  perfectly 
healthy,  and  the  remaining  part  of  the  uterus  freely  movable.  In  Ihe 
right  posterior  quarter  of  the  pelvis  there  was  felt  a  lump  the  she  of 
a  cherry,  hard  and  fixed.  There  was  an  inch  or  more  of  healthy  tissue 
between  this  lump  and  (he  uterus. 

Reodntitlid  le  tht  hospital,  Seflemher  \%th,  1887.— Has  Continued  to 
suffer  severe  pain  in  the  right  hip  and  leg-  For  some  weeks  past  the 
right  lower  extremity  has  been  swollen.  On  admission  it  was  seen  to 
be  considerably  larger  than  the  left  ;  great  tenderness  in  Ihe  region  of 
Scarpa's  triangle.  There  was,  in  fact,  phlegmasia  doleos  of  the  right 
lower  limb.  The  scar  left  by  the  operation  was  still  quite  healthy,  and 
Ihe  uterus  freely  movable;  the  lump  in  the  right  posteriorquarter  of  the 
pelvis  was,  however,  now  the  size  of  a  walnut,  but  there  was  an  interval 
of  healthy  tissue  between  it  and  the  uterus. 

From  this  time  she  gradually  went  downhill,  and  was  never  free  from 
pain  except  when  under  the  influence  of  morphia.  She  often  required 
as  many  as  fire  injections  of  one-third  of  a  gi-ai"  each  in  the  lwenty..four 
hours.     On  October  l8lh  she  weighed  only  »  *'■  'f  !''■        ,  .  J 

A'«'/«Arr  7M.-A  [iitle  hard  nodule  was  Qol.eed  in  the  skm  on  r«h| 
side  below  the  breast,  freely  movable  over  the  subcutaneous  slrocture.^  j 
but  adherent  to  the  shin,  which  was  red  over  it- 

On  November  i4th  she  weighe.1  8  st.  5*   »>.     December  ao<h,  1 
hemiplegia,   and  facial   paralysis   of    left   side. 


It  has  n 


.(iced 


nas  not   Deen  noi^t^^*    ■■  .     ,oo_     i.   . 

tion  nor  any  lump  perceptible  on  <^^V}^ ^^^^  .omVwW  I. 
Ihe  lump  m  the  right  side  of  the  pelvi 
her  death.     She  had  been  troubled  m  " 
readmissioD. 


K        her  death, 
h     readmissioc 


s  becai 
vitb   occasi 
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The  next  case  iUustraiea  the  treatment  of  cancer  of  the 
cervix  complicated  by  pregnancy,  the  mab'gnant  gro»-th  not 
having  passed  beyond  the  reach  of  radical  treatment.  It 
also  shows  that  Douglas's  pouch  may  be  opened  freely  with 
impunity,  if  proper  precautions  be  observed. 


Flo.  100,— Case  of  L.  E.  M.     Cauliflower  Excrescence  removed  in 
preliminaiy  operation  wilh  the  ifcraseur,  Ueccmbef  jgth,  1887. 

This  specimen  is  «n  exomple  of  the  common  raricty  of  oulillowB 
excrescence,  which  has  a  canvcn,  sllghllf  irtegulu  surface.    The  ti 
a  soft,  and  ran  easily  lie  broken  down  by  the  finger. 

(A'c.  10  in  Ihe  itiiti).  L.  E.  M,,  age  39,  murried  twelve  yean, 
had  seven  children,  and  one  miscarriage  nl  the  siilh  month  of  pt^fnancy. 
The  miscarriage  was  nine  months  ago.  A  month  aFlctwards  mcnstnui-  . 
tioo  nppaied  :  it  occarred  again  after  »n  interval  of  three  weeks,  and 
again  after  on  interval  of  two  weeks.     Since  then  she  has  been  bleeding 
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every  few  days.  There  hive  been  Qoodings  which  last  a  day  or  two, 
and  belween  the  floodiags  she  has  had  a  brown  walay  discharge.  She 
has  had  no  paio  Id  speak  of.  There  has  been  no  trouble  with  micturi- 
tion or  defxcation,  and  the  appetite  has  licen  good.  Latterly,  she  has 
got  thinner.  She  was  admitted  to  the  London  Hospital  on  December 
3lsl,  1S87.  On  eiamination,  a  globular  swelling,  reaching  a  hand's 
breadth  above  the  pabes,  was  fell  rising  out  of  the  pelvis. 


FrR.  loi.— Cervix  removed  by  the  supra-vaginal  nmpulolion.  Case  of 
L.  E,  M.  a.  The  diseased  part  to  which  tlie  cauliflower  growth  seen 
in  the  preceding  figure  was  attached.  The  disease  affects  the  posterior 
11(1.  !■  b  b  l>.  L'ut  edge  of  beallhy  vaginal  mucous  membrane.  This 
i-dge  is  continuous  all  roond,  but  il  cannot  lie  seen  posteriorly,  owti^  to 
the  obli<|uc  position  of  the  specimen,  e.  Bristle  passed  into  the  cervical 
canal,  d.  Upper  end  of  Ine  specimen  corresponding  to  the  level  of 
the  internal  os. 


It 


may  lie  said   al  once  that    this 


the   pregnant 


5,  the 


pregnancy  having  advanced  to  about  the  end  of  the  fourth   month, 
though  the  patient  had  no  idea  she  was  pre|rnanl. 
A  large  cauliltower-like  mass  was  felt  ia  the  vagin:i,  springing  U 


\be  posterior  lip  of  tile  ceiviit,  iu  altachment  being  rather  to  the  Idi 
of  the  middle  line.  Anleriotlj'  the  maw  vfia  alt»ched  to  [he  ccrrii  bj 
■  sort  of  sporioDS  pedicle,  but  posteriorly  it  vas  continuous  without  lay 
constriclion  with  the  poslerior  lip  of  ihe  cervix.  The  growth  bled  ray 
freely  on  touching  il.  The  vaginal  portion,  where  nijt  involved  by  the 
growth,  was  of  a  purple  colour. 

December  zgit,  18S7.— I  removed  the  greater  part  of  the  ir 


i 


1. — Cervix  removed  by  supra- vagin ill  amputatio' 
L.  E.  M.  Posterior  aspect  of  the  specimen.  P  P /•  p-  Quadrilateral 
piece  of  [leriloneum  removed  with  the  cersin.  This  piece  of  perito- 
neum formed  part  of  Douglas's  pouch,  t.  Bristle  passed  through  the 
cervical  canal- 


vagina  with  Ihe  eci^seur,  with  the  intention  of  proceeding  at  once  to 
the  mpra-vaginnl  amputation.  The  vaicularily  of  the  parts  was,  bow- 
ever,  so  great,  thai  I  judged  it  would  be  safer  to  empty  Ihe  uterus 
firsl,  and  allow  lime  for  the  involution  of  the  uterus  and  vagina  to 
diminish  Ihe  blood  supply.  Accordingly  1  dikled  the  cervix  rapidly 
with  llegar's  dilaion,  and  removed  ihc  foelus,  placenta,  and  mem- 
branes al  the  ume  sitlini; ;  altogether  the  patient  wai  about  an  hour 
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under  ihe  miceslhelie.  Amiseplic  douches  were  used  before,  during, 
and  afler  the  operalion,  the  utenis  also  being  washed  out.  No  bad 
results  followed.  To  promote  involution  the  paiieat  took  ergoiine,  and 
had  hot  douches. 

On  January  \blh,  1888  (eiEhlcen  days  after  emptying  the  ulenis), 
I  performed  supra-vaginal  amputation  of  the  cervii.  I  opened 
Douglas's  pouch  lo  an  eitent  of  about  two  inches  in  a  transverse 
direction,  and  was  thus  enabled  to  gel  well  above  Ihe  dbease.  A 
somewhat  quadrilalerel  piece  of  the  peritoneum  covering  the  posterior 
aspect  of  the  supra-vaginal  cervix  was  removed,  adherent  to  the 
specimen  (Fig,  102). 

The  interval  allowed  for  involution  lo  proceed  before  undertaking 
the  operalion,  must  no  doubl  have  diminished  the  blood  supply ;  never- 
theless, at  the  lime  of  the  operation,  the  parts  were  still  very  vascular  ; 
Ibis  will  be  evident  from  the  fact  that  the  palienl  went  back  to  bed 
with  three  pairs  of  Spencer  Wells's  targe  pressure  forceps,  and  six 
pairs  of  the  ordinary  size,  left  on.  They  were  removed  forly-e^hl 
hours  later.  It  should  be  mentioned  that  the  opening  in  Douglas's 
pouch  was  closed  with  three  silver  sutures.  Great  care  was  taken  lo 
do  everything  as  antiseptically  as  possible,  but  of  course  Ihe  spra^ 
was  nol  used.  The  patient  had  moderate  fever  for  a  few  days  after 
the  operalion,  but  after  the  Rrst  two  days  there  was  nothing  in  her 
condition  to  occasion  aniicly.  The  lulures  were  removed  on  the 
tenth  day. 

Fig.  100  shows  Ihe  appearance  of  the  cauliflower  mass  removed  wilh 
the  icrascur  on  December  19th,  1887, 

Fig.  101  shows  the  cervix  after  removal  by  the  supra-vaginal  anipula- 
lion  on  January  t6lh,  iSSS. 

Fig.  loz  shows  Ihe  posterior  aspect  of  the  same  specimen,  and  the 
([uadrilateral  piece  of  peritoneum  removed  wilh  it. 


Twenty-one  cases  of  the  supra-vaginal  amputa- 
tion of  the  cervix  for  malignant  disease. 
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Cues  9,  II,  13,  17.  ao,  and  11  wete  private  caseij  the  otben  were 

operated  on  U  the  London  Hospital, 

Excluding  Case  31  as  doubtful,  it  will  be  seen  that,  of 
the  twenty  cases  in  this  series,  there  are  live  cases  (Cases  6, 
12,  16,  17,  and  ao),  that  it  has  been  possible  to  follow, 
which  have  remained  well  for  periods  of  10  years,  9  years, 
8  years,  7^  years,  and  4  years  respectively  after  the  opera- 
tion. All  the  twenty-one  cases  recovered  so  far  as  the 
operation  itself  is  concerned. 

The  specimens  from  6,  la,  16,  and  17,  and  sections  of 
them,  were  shown  at  the  meeting  of  the  Royal  Medical 
and  Chirurgical  Society  on  December  r^th,  1891,  when 
my  paper  on  the  subject  was  read.  While,  in  my  opinion, 
the  majority  of  cases  of  cancer  of  the  cervix  that  are 
curable  by  operation  can  be  adequately  dealt  with  by  the 
supra-vaginal  amputation,  1  quite  recognise  that  there  are 
exceptional  cases  which  require  total  extirpation ;  and  twenty- 
one  out  of  my  thirty  total  extirpations  of  the  uterus  for  cancer 
have  been  for  cancer  of  the  cervix.  Cancer  of  the  vaginal 
portion  of  the  cervix,  when  the  disease  is  in  a  very  early  stage, 
certainly  requires  only  the  supra-vaginal  amputation  ;  cancer 
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of  the  supra-vaginal  cervix  is  less  readily  diagnosed,  and  in 
many  cases  has  spread  outwards  too  much  for  the  case  to 
be  suitable  for  either  supra-vaginal  amputation  or  total 
hysterectomy.  When  it  is  met  with  in  a  fairly  early  stage, 
vaginal  hysterectomy  is  the  operation  that  had  better  be 
performed. 

Treatment  in  sdvanced  cases.  —  Here  ve  can 
only  treat  symptoms ;  that  is  to  say,  our  treatment  is 
directed : — 

1.  To  checking  the  hsemonhage. 

2.  To  diminishing  the  offensiveness  of  the  discharge; 

and 

3.  To  relieving  the  pain. 

To  check  the  hsemorrhage. 

Gemral  Irealmmt.—'Eigol,  either  in  the  form  of  ergo- 
tine  pills,  or  of  the  liquid  extract,  may  be  prescribed ;  the 
patient  should  remain  in  bed  whenever  the  bleeding  is 
considerable. 

Lttcai  treatment. — Plugging. — If  the  bleeding  is  very  pro- 
fuse, it  will  be  right,  as  a  temporary  measure,  to  plug  the 
vagina.  This  should  be  done  through  a  Sims's  speculum, 
not  passed  in  far. 

■  The  vagina  is  then  filled  with  tampons  of  salicylic  wool, 
dipped  in  glycerine  of  tannic  acid,  each  tampon  having  a 
string  attached. 

T/ie  curette. — 'When  there  is  a  soft  growth,  such  as  a 
cauliflower  excrescence,  even  when  it  has  advanced  loo  far 
for  the  case  to  be  suitable  for  supra-vaginal  amputation 
and  complete  removal  of  the  diseased  tissue,  much  tem- 
porary improvement  may  at  times  be  secured  by  thoroughly 
scraping  away  all  that  the  curette  can  be  made  to  remove. 
Simon's  sharp  spoon  (Fig.  103)  answers  well  for  this  purpose. 
After  using  the  curette,  we  may  obtain  somewhat  belter 
results  by ; — 
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(a)  Applying  the  actual  cautery  to  the  surface  that  hasl 
been  scraped ;  or, 

^n  {d}  By  applying  caustics  to  it. 

«HM  Marion    Sims   recommended   chloride  of  1 

^inc  solution  (300  gr.  to  5j.)  for  the  purpose. 
Tampons  of  wool  squeezed  fairly  dry  out 
of  this  solution  ate  packed  into  the  cavity; 
l>elow  ihem  other  tampons  are  packed, 
soaked  in  bicarbonate  of  soda  to  prevent 
the  caustic  injuring  the  vagina.  Alt  the 
plugs  are  removed  in  twenty -four  hours. 
Subsequently  the  vagina  should  be  douched 
thrice  daily  with  an  antiseptic  torion,  till  the 
slough  caused  by  the  caustic  separates ;  this 
occurs  in  about  a  week's  time. 

The  following  case  illustrates  both  the 
kind  of  case  suitable  for  the  application  of 
caustics,  and  the  details  of  the  method. 

J.  P.,  age  47,  married  Iwcnty-six  years,  one  chiU, 
Iwenty-tbcee  yean  ago,  no  miscanioges,  was  scDt  up 
to  me  by  Dr.  Conicr,  oa  Febtuuy  4tb,  iSES,  as  • 
case  of  advanced  uialignanl  disease  of  the  cervix, 
with  a  request  that  1  would  do  whalevei  could  be 
done  for  her  in  the  way  of  local  treatmcnl. 

Histary  ef  Iht  prtseni  illtieii. — Menslnlation  bai 
been  irregular  during  the  last  seveo  years,  severe 
flooding  allemnting  with  periods  of  amenairhna. 
During  the  early  months  of  1SS7  she  hod  no  dJscIukrgc 
between  hei  periods.  Since  June  1887  she  hai  been 
lo^ng  some  blood  every  day,  and  there  have  been 
floodings  also  during  this  time. 

Some  lime  between  June  1887  and  Cliristmia  1887 
&he  began  to  liave  pain  in  the  lelt  iliac  r^on,  which 
has  periisled.  She  bos  noticed  herself  getting  thinner 
^nce  June  1S87.  There  has  never  been  any  oSeoKK 
discharge. 
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Nbu  an  adiitissioH. — In  ihe  situalion  of  the  vaginal  portion  of  the 
cervix,  there  is  a  iiiushroom-shnped,  soft  growth,  conven  downwards. 
It  bleeds  fieely  on  touching  it.  The  uterus  is  much  less  movable  than 
it  should  be,  and  the  growth  has  evidently  extended  to  the  v^inal 
walls.  The  case  was,  therefore,  too  far  advanced  to  be  suitable  for  the 
supra-vaginal  amputation. 

Ftbruary  \i^h,  188B,— Under  clhet  1  scraped  away  all  the  soft  part 
of  the  growth  with  Simon's  sharp  spoon ;  the  result  of  this  was  to 
leave  a  crater-like  cavity  in  the  situation  previously  occupied  by  the 
growlb.  I  now  applied  Paquelin's  cautery  freely  to  the  whole  of  the 
di5eased  surface,  and  painted  it  over  with  pure  carbolic  acid. 

On  Ftbruary  solh,  as  the  patient  had  experienced  no  inconvenience 
from  the  treatment,  I  was  encouraged  to  apply  caustics.  The  cavity 
left  after  the  scraping  was  packed  with  plugs  soaked  in  chloride  of  line 
solution  (300  grains  to  ^J.),  and  the  vagina  filled  with  plugs  sqoeuzed 
out  of  stroi^  solution  of  carbonate  of  soda.  The  plugs  were  removed 
in  about  thirty  hours  (having,  indeed,  been  accidentally  left  in  rather 
longer  than  was  intended). 

Frfruary  XJ/A. — A  yellowish- while  slough  was  removed  from  the 
vagina.  It  was  in  one  piece,  and  formed  a  complete  cast  of  the  ulcerated 
cavity  in  the  situation  of  the  cervix,  and  of  the  upper  pail  of  the 
vagina.  Its  mensuremenis  were  as  follows :— Ldngth  3}  inches,  breadth 
3|  inches,  thickness  i  to  |  inch.  TAt  jvei^Al  of  the  slough  was  i  oz. 
165  grains.  It  had  no  smell  whatever.  The  diseased  area  horn  which 
it  had  separated  had  the  appeaiunce  of  a  healthy  granulating  surface. 

The  patient  had  exceedingly  little  discomfort  following  the  appli- 
cation of  the  caustic,  but  from  February  zolh  to  February  ajth  she  had 
moderate  fever,  the  temperature  reaching  ioi'4°  at  night. 
After  separation  of  the  slough  the  temperature  became  normal. 
Weight  on  February  4th,  tS88,  J  St  5i  lb. ;  weight  on  March  S'h, 
7  St.  4}  lb.  (allowing  for  the  fever,  and  the  hEemorrhage  inseparable 
from  the  scraping,  this  is  satisfactory).  Before  the  present  illness  began 
she  wdghed  9  st. 

yuiu  4M,  1SS8. — Has  been  very  comfortable  since  leaving  the 
hospital.  Has  had  no  discharge  or  bleeding  to  speak  of,  and  feels 
her  strength  and  general  health  greatly  improved. 

The  cavity  left  by  the  treatment  adopted  has  contracted  very  much, 
so  as  just  to  admit  the  finger  easily.     The  edges  of  the  cavity  show  a 
papillary  red  growth,  only  projecting  atxiul  i^  inch  horn  it. 
Weight  7  St.  13  lb. 
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By  the  use  of  the  curette,  followed  either  by  cautery, 
or  by  the  application  of  caustics,  the  bleeding  is  dimin- 
ished, and  the  discharge  either  ceases  to  be  offensive,  ot 
becomes  much  less  offensive,  till  enough  time  has  elapsed 
for  fresh  portions  of  the  growth  to  die,  and  become 
putrid. 

The  fever,  from  which  these  patients  suffer,  also  dis- 
appears till  the  discharge  again  becomes  offensive. 

To  diminish  the  offensiveneBS  of  the  discharge. — 
Injections  of  iodine  water  (5ij.  to  Oj.  water)  two  or  three 
times  a  day,  or  of  weak  carbolic  (one  to  sixty),  or  merely 
of  lead  lotion,  will  be  useful  for  the  purpose.  An  injeaton 
of  water  containing  sanitas  (^ss.  to  the  pint)  is  also  useful 
As  already  mentioned,  scraping  with  the  curette,  or  sharp 
spoon,  while  it  checks  the  haemorrhage,  is  also  the  most 
effectual  means  of  lessening  the  offensiveness  of  the 
discharge. 

To  relieve  pain. — For  this  purpose  we  use  either  sup- 
positories of  morphia  (containing  J  grain  of  morphia),  or 
hypodermic  injections  of  morphia.  It  is  well  to  postpone 
the  use  of  morphia  as  long  as  possible,  till  in  fact  the 
pain  is  really  severe,  because  the  doses  have  soon  to  be 
increased,  or  repeated  at  more  frequent  intervals,  to  obtain 
relief. 

Soreness  of  the  external  parts  produced  by  tha 
irritating  discharge  may  be  relieved  by  applying  ung. 
dnci  oleati  (B.P.),  or  some  similar  soothing  preparation. 
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CHAPTER  XII. 

Carcinoma  of  the  Body  of  the  Uterus. 

This  is  a  much  rarer  disease  than  carcinoma  of  the  cervix. 
Less  than  a  per  cent,  of  cases  of  carcinoma  of  the  uterus 
are  cases  of  primary  carcinoma  of  the  body  (Schroeder). 

Origin.— 1.  It  may  begin  in  the  deeper  parts  of  the 
glands,  and  so  form  nodules  which  are  at  first  in  the 
thickness  of  the  uterine  wall ;  as  they  grow,  they  form 
projections  either  towards  the  peritoneum,  or  towards  the 
mucous  membrane. 

2.  It  may  begin  more  superficially,  and  then  produces 
•  usually  papillary  masses  projecting  into  the  cavity  of  the 
uterus ;  this  is  the  form  that  the  disease  most  commonly 
assumes  (Fig.  104). 

Rarely,  it  causes  a  general  thickening  of  the  mucous 
membrane. 

Etiology.— -4^if.— Most  cases  occur  in  women  between 
the  ages  of  fifty  and  sixty. 

Fertility.— kmon^  patients  suffering  from  cancer  of  the 
body  there  is  a  much  larger  proportion  of  sterile  women 
than  in  the  case  of  those  suffering  from  cancer  of  the  cervix.* 

SymptomB. — These  are  the  same  as  in  carcinoma  of 
the  cervix. 


I 
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Hemorrhage  ; 

A  discharge,  which  sooner  1 


later  becomes  offensive ; 


Pain. — But  whereas  in  carcinoma  of  the  cervix  pain 
•  See  On  Canur  of  Ike  Ultrus,  by  Sir  John  Williams,  p.  105. 
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a  late  feature,  in  cases  of  primary  carcinoma  of  the  bod)-  k 
usually  occurs  early,  and  is  extremely  severe. 

Physical  signs. — /«  compardtivtfy  early  cases  we  find 
the  vaginal  portion  of  the  cervix  normal ;  on  bimanual 
examination,  the  body  of  the  uterus  is  found  to  be  en- 
larged, and  the  uterus  is  freely  movable.     The  speculum 


Fic.  104.— Care inom.i  of  the  Body  of  the  Ulcrus  (Sir  J.  V. 


will  show  a  sanious  discharge  from  the  external  os,  and 
portions  of  brain-like  material  are  often  mixed  with  it. 
The  discharge  at  this  stage  is  usually  offensive.  Gent/e 
passage  of  the  sound  shows  thai  the  uterus  is  enlarged, 
and  its  withdrawal  is  followed  by  a  tittle  more  bleeding 
than  was  talcing  place  before  using  it.  Even  at  this  com- 
paratively early  stage,  the  patient  may  present  the  appearance 
of  the  cancerous  cachexia,  ~ 
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In  advanad  cases. — The  utenis  is  fixed,  partly  by  peri- 
tonitis, but  also  by  extension  of  the  disease  along  the  broad 

DiE^osis.^ — Certainty  in  diagnosis  can  only  be  attained 
by  dilating  the  cervix.  The  finger  is  then  passed  into  the 
cavity  of  the  body  of  the  uterus,  and  recognises  some  one 
of  the  conditions  described  above — usually  soft,  friable 
papillary  masses.  Sometimes  we  may  find  that  the  endo- 
metrium is  hard  and  irregular,  the  growth  being  tough,  so 
that  nothing  can  be  removed  by  a  curette  for  examination. 
Here  the  diagnosis  is  to  be  made  by  taking  all  the  circum- 
stances into  consideration,  and  by  recognising  that  there 
is  no  non-malignant  condition  known  to  us  clinically  that 
would  account  for  the  state  of  the  inner  surface  of  the 
uterus.  I  have  had  two  cases  of  this  kind,  and  on  the 
grounds  referred  to,  having  concluded  that  the  disease 
was  malignant,  performed  vaginal  hysterectomy.  Subse- 
quent examination  with  the  microscope  showed  the 
growth  in  each  case  to  be  a  typical  carcinoma.  If  doubt 
exist  as  tp  the  growth,  a  portion  can  sometimes,  but 
certainly  not  always,  be  removed  for  subsequent  examina- 
tion with  the  microscope  ;  to  be  of  any  use  such  a  piece 
must  be  large  enough  to  be  hardened,  and  to  allow  of 
sections  being  cut.  In  practice,  taking  the  history,  the  age 
of  the  patient,  and  so  on,  with  the  presence  of  such  masses 
as  those  mentioned  in  the  body  of  the  uterus,  there  can  be 
little  doubt  as  to  their  being  malignant. 

Among  conditions  which  might  be  mistaken  for  malignant 
disease  of  the  body  of  the  uterus  are  : — 
In  (j/rf/Vo//^.— Senile  endometritis. 
In  younger  people. — 

Fibroids. 

Retained  products  of  conception. 

Fungous  endometriiii. 


I 
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SeniU  endomttritis. — ^This  is  a  condition  in  which,  clini 
cally,  a  differential  diagnosis  is  frequently  required.  In 
such  cases  there  is  a  purulent  discharge,  which  may  be 
slightly  biood-stained  from  time  to  time,  and  the  dtschar^ 
may  be  offensive. 

But  in  senile  endometritis  : — 

As  to  the  iytnltoms. — There  is  no  wasting.  Pain  is  eitha 
absent,  or  slight. 

As  to  the  physical  signs. — The  body  of  the  uterus  is 
slightly,  if  at  all,  enlarged,  and  indeed  it  may  be  quite 
small ;  after  dilating  the  cervix,  the  finger  finds  the  sur&ce 
of  the  mucous  membrane  quite  smooth. 

In  youngtr  people  there  is  always  a  strong  probability 
against  the  presence  of  malignant  disease  of  the  body  of 
the  uterus. 

Fibroids. ~^\te  diagnosis  is  sometimes  a  matter  of  some 
difficulty.  Generally,  however,  in  the  case  of  fibroids,  there 
is  a  history  of  symptoms  extending  over  a  long  period — at 
all  events  over  a  longer  period  than  in  cases  of  carcinoma. 
The  pain  also  is  often  much  more  severe  in  those  suffering 
from  cancer  of  the  uterine  body  than  in  cases  of  uterine 
fibroids.  Where  there  is  any  doubt,  it  is  well  not  to  delay 
dilating  the  cervix.  In  one  of  my  own  casas  successfully 
treated  by  extirpation  of  the  whole  uterus,  I  was  for 
some  time  inclined  to  regard  the  case  as  one  of  fibroids. 
Fortunately  I  dihted  the  cervix,  and  felt  the  friable  papillary 
masses  diagnostic  of  cancer. 

As  to  retained  produets  of  mneeption. — The  mere  fact  that 
the  patient  has  Ix^n  pregnant  establishes  a  probability 
against  malignant  disease  of  the  body  of  the  uterus,  a 
probability  which  is  stronger  the  more  children  she  has 
had.  There  will  not  be  the  rapid  wasting,  and  probably 
not  the  severe  pain  of  a  carcinoma  of  the  body.  Nor  will 
the  discharge  be  found  to  contain  the  dibris  of  brala-like 
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appearance  and  consistence  common  in  carcinoma  of  the 
body. 

Dilating  the  cervix  and  removing  tbe  mass  thoroughly 
with  the  finger  or  curette  (with  all  the  precautions  essential 
in  every  tntra-uterine  manipulation)  will  be  followed  by 
a  rapid  recovery.  Whereas,  if  the  intra-uterine  substance 
had  been  malignant,  this  treatment  would  produce  only  an 
improvement  of  a  very  temporary  nature. 

Fungous  endoiHftritis. — A  doubt  occurred  at  one  time  in 
the  case  narrated  at  page  167,  as  to  whether  it  might  not  be 
malignant  disease  of  the  body ;  the  age  of  the  patient,  the 
duration  of  the  symptoms,  and  the  absence  of  offensive  dis- 
charge and  pain,  were  the  points  relied  on  in  excluding  it. 

Subsequently  a  microscopical  examination  of  the  material 
removed  (and  the  complete  recovery  of  the  patient)  showed 
that  it  was  a  non-malignant  formation. 

Treatment, — As  in  the  case  of  carcinoma  of  the  cervix, 
the  treatment  differs  according  as  the  disease  is  in  a  com- 
paratively early  stage,  or  in  an  advanced  stage. 

In  early  cases. — Given  that  the  case  is  in  an  early  stage, 
that  is  to  say,  that  we  are  as  certain  as  a  careful  examination 
under  an  anaesthetic  can  make  us  : — 

1.  That  the  uterus  is  freely  movable ; 

2.  That  no  thickenings  can  be  felt  in  the  direction  of 
the  broad  ligament,  or  utero-sacral  ligaments,  such  as 
would  probably  mean  extension  of  the  growth  in  those 
directions ;  and 

3.  That  the  enlargement  of  the  body  of  the  uterus  is  not 
so  great  as  to  preclude  its  removal  per  vaginam, — 

The  right  treatment  is  to  extirpate  the  uterus  through 
the  vagina. 

The  mortality  of  this  operation,  according  to  Dr.  W. 
Duncan's  statistics,  published  in  1885,  was  a8-6  per  cent." 
*   Tram.  Obsl.  Sec.  London,  vol  xxvii. 
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A  gTC3tl7  dunmished  rate  of  mortality  for  this  opoatjon 
tuts  been  reported  since  then  by  different  operators,  «,f, 
10-5  per  cent,  by  Bokelmaon  ;  but  many  of  tbe  cases  (all 
Bokebnann's)  were  cases  of  carcinoma  of  the  cervix.  In 
such  cases  the  difficulties  of  the  operation  are  very  much  less, 
because  the  body  of  the  uterus  is  of  normal  si/e.  I  have 
removed  the  whole  uterus  per  vaginam  thiK>-three  times— 
in  twenty-three  of  the  cases  for  cancer  of  the  cervix,  ami 
in  ten  cases  for  primary  mahgtiant  disease  of  the  body  of 
ihe  uterus.  Among  this  whole  series  of  thirty-three  vaginal 
hysterectomies  there  have  been  three  deaths.  All  the  cases 
in  which  the  operation  was  performed  for  primary  mah'gnant 
disease  of  the  body  recovered.  My  last  fifteen  consecu- 
tive vaginal  hysterectomies  for  cancer  have  all  recovered. 
In  spite  of  this  it  seems  to  me  that  extirpation  of  the 
uterus  is  a  severe  operation,  and  a  severe  trial  of  the  riial 
powers  of  the  patient.  It  should  be  a  sine  qua  nott,  when 
the  operation  is  contemplated,  that  the  patient's  constitution, 
so  fur  as  can  be  ascertained,  is  thoroughly  sound. 

EXTtRPATION   OF  THE  WHOLE  UteRUS  PER  VaCINAM. 

The  first  steps  of  the  operation  are  the  same  as  in  supra- 
vaijinal  amputation  of  the  cervix,  viz.,  the  drawing  down  of 
the  uterus,  the  dissection  uf  the  bladder  from  the  anterior 
aipcci  of  the  cervix,  the  incision  through  the  posterior 
VAilimil  wall,  and  the  separation  of  the  lateral  attachments 
of  the  cervix  ni  high  as  tlic  internal  os.  Throughout  careful 
Mhtlieplic  precautions  arc  employed.  What  I  do  is  to 
miueojc  n  sponge  filled  with  hot  1  to  40  carbolic  lotion  over 
till'  iwrn  tmm  lime  to  time  during  the  operation. 

lloliglflM'*  i>oiich  ii  now  opened  with  scissors  dose  to  the 
WJViii,  (ind  ihc  oiwning  enlarged  transversely  till  two  fingers 
(Mil  In-  iMMod  through  into   the  peritoneal  cavity.     The 
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vesi  CO -Uterine  pouch  of  the  peritoneum  is  then  to  be 
opened,  the  fingers  of  the  left  hand  in  the  peritoneal  cavity 
indicating  the  proper  situation,  /.?.,  close  to  the  cervix  in 
front. 

Now  the  uterus  is  clear  in  front  and  behind,  and  is 
attached  only  by  the  broad  ligaments  on  each  side.  If 
possible,  the  uterus  is  now  to  be  retroverted,  and  its  fundus 
brought  out  through  the  opening  in  Douglas's  pouch.  A 
blunt  pedicle  needle,  threaded  with  a  long  piece  of  No.  5 
Chinese  twist,  is  now  thrust  through  a  suitable  place  in  the 
broad  ligament,  from  behind  forwards ;  the  loop  is  caught 
anteriorly,  and  the  needle  withdrawn.  One  of  the  loose, 
ends  of  the  ligature  is  now  carried  up  with  a  pair  of  Wells's 
forceps  behind  the  broad  ligament  and  over  its  upper 
border;  this  ligature  is  caught,  taken  out  of  the  forceps, 
and  brought  over  the  anterior  aspect  of  the  broad  ligament, 
passed  through  the  loop  already  there,  and  tied  to  the  other 
free  end  of  the  ligature.  This  is  done  on  each  side,  and 
then  by  cutting  through  the  broad  ligaments  the  ijterus  is 
freed.  As  an  additional  precaution,  pressure  forceps  may 
be  used  to  clamp  the  broad  ligaments.  Some  operators, 
myself  among  them,  rely  on  pressure  forceps  entirely,  and 
use  no  ligatures.  The  parts  are  now  thoroughly  douched 
with  hot  I  to  40  carbohc  ;  some  close  the  wound  in  the 
peritoneal  cavity,  some  leave  it  open.  I  prefer  to  leave  it 
open,  and  to  pack  the  vagina  with  iodoform  gauze.  The 
gauze  is  taken  out  in  about  four  days'  time ;  any  pressure 
forceps  left  on  are  removed  forty-eight  hours  after  the 
operation.     I  prefer  myself  to  leave  them  on  for  four  days. 

If  during  the  operation  it  happens,  as  is  very  likely  to  be 
the  case  in  cancer  of  the  body,  that  the  uterus  cannot  be 
retroverted  and  brought  through  the  opening  in  Douglas's 
pouch,  the  operator  must  tie  or  clamp  the  lateral  attach- 
ments of  the  uterus,  and  cut  through  them  piece  by  piece. 
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as  best  he  can  manage.  This  was  the  method  I  had  to 
adopt  in  my  first  case,  the  body  or  the  uterus  being  so 
large. 

The  following  is  an  account  of  the  first  case  in  which 
I  extirpated  the  uterus  for  cancer  of  the  body : — 

A.  R.,  age  5S,  a  washerwoman,  inorHt^  in  1S59  ;  the  husband  left 
her  ihree  and  a  half  months  after  marriage  ;  had  one  child  stillborn. 
No  miscarria);es.  Admitted  to  the  I^ondon  Mospital,  Febrairy  251^, 
liJS6,  complaining  of  having  been  constantly  "  aowcll "  for  lea  monlhs, 
and  for  the  last  Iwo  months  of  having  bad  veiy  severe  pain  at  the 
batlom  of  her  aloniach,  reaching  down  the  thighs  to  the  knees.  AUo 
she  had  had  a  naleiy  discharge  slightly  coloured  with  blood,  and  » 
little  offensive  at  times. 

Family  history.— ifo  hisloiy  of  cancer  or  phthisis, 

Hislsry  ef  Ikt  pnsmt  i/f Mess. —The  symptoms  first  appeared  len 
months  ago,  as  above  mentioned.  Shortly  before  the  commencement 
of  her  illness  she  had  lost  some  money  in  her  business,  and  fretted  a 
gooil  deal  about  it. 

Ja  May  1885  the  first  thing  she  noticed  was  thai  she  became  "  un- 
well "  very  suddenly  :  the  discharge  was  of  a  deep'red  colour,  and  came 
■way  in  clots.  She  had  no  pain,  and  the  dischai^e  continued  foi  »ix 
weeks  or  two  months ;  it  then  lell  her  for  a  day  or  two,  but  came  on 
again  as  badly  as  ever.  She  lost  flesh,  and  latterly  has  lost  her  appetite. 
The  pain  and  the  watery  redd ish-y ell ow.discha^e  came  on  about  Iwo 
months  before  admission,  the  pain  a  little  before  the  discbarge.  For 
the  last  month  the  discharge  has  been  offensive. 

The  pain  soon  became  very  severe  indeed  ;  she  fclt  it  most  in  the 
hypogastric  region,  and  down  the  inside  of  her  thi){hs  as  far  as  the 

First  of  all  il  was  of  a  throbbing  character,  and  latterly  like  some- 
thing cutting  her  severely.  The  pain  was  always  much  wor^e  at  t)igbt, 
and  kept  her  awake  ;  she  was  oden  "doubled  up"  with  the  pain; 
it  was  never  relieved  by  lying  down,  but,  if  anything,  worse. 

Minslmal  Aij/ory.— The  only  tealuro  of  inleresl  was  llial  the  meno- 
pause occurred  comparatively  early,  in  1866,  when  she  would  be  only 
thirly-dghl.     Since  then  she  had  "  seen  nothing  "  till  ten  nionthi  ago. 

PrtKMl  sWi,  Ftimary  i^A,  I S86,— Abdomen  a  little  promioenl 
below  umbilical ;  a  little,  but  not  very,  tender  ;  abdominal  examina- 
tion delected  nothing  elic  abnormal. 
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ViUva. — Some  erfthematous  vulvitis,  sucb  as  is  produced  by  irritating 
dischaiEes.  On  asking  the  patient  to  strain,  a  watery  yellow  discharge 
escaped  from  the  vagina. 

Vaginal  examinaiian, — Vagina  ahott ;  one  very  sharp  "  bridle  "  rans 
from  ibe  left  side  of  the  cervix  to  odjacenl  vaginal  wall.     Vaginal 
portion  of  cervix  normal.     An  irregular  hard  lump  the  site  of  a  cob- 
nut felt  posteriorly,  apparently  in  supra-vaginal  cervix.     ExamiDation 
causes  a  great  deal  of  pain.    Chloroform  was  therefore  given,  and  a 
_        thorough  examination   made.     The  uterus   is  freely  movable.     The 
L       body  con  be  fett  bimanually  lying  to  the  right  of  the  middle  line, 
H      the  position  being  one  of  anlevenjon ;  body  ealsi^ed.    Through  the 


FlO.  105. — Primary  Carcinoma  of  the  Body  of  the  Uterus.  This  is  a 
drawing  of  the  Uterus  extirpated  per  vaginam  in  the  case  of  A.  R. 
The  uterus  has  been  laid  open  along  the  left  side.  The  growth  in 
Ihe  cavity  of  the  body  has  a  papillary  surface.  The  cervix  is  healthy. 
a.  Vaginal  portion  of  the  cervix;  i.  Cut  surface  of  uterine  wall; 
r.  Part  of  the  mucous  membrane  of  the  body  that  has  not  been  in- 
volved by  the  growth;  (/.  The  malignant  growth; //^.  Cut  edge  of 
perltoneom. 

speculum,  before  passing  ihe  sound,  some  blood-stained  discharge  was 
seen  escaping  from  Ihe  external  OS.  Small  fragments  of  soft,  brain- 
like  material  appeared    in    the   discharge    escaping   a/l/r  passing   the 

March  lit,  1S86. — Uterus  exth^aleij  per  vaginam.  The  operation 
UUed  one  hour  and  furly-e^ht  minutes.  The  uterus  on  removal 
WAS  foond  to  weigh  seven  ounce*  (the  weight  of  the  uterus  in  a  woman 
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of  liriy-cight  would  be  nomiftUj  one  ouace  or  less) ;  on  opening  it 
extensive  pepillary  growth  was  seen  projecting  into  the  caWt;  of  tbe 
body  {Fig.  105).    Sections  nf  (he  giowihs  in  the  uterus  were  examined 
by  Professor  Victor  Horsley,  and  found  10  be  carcinomatous.     Secliotu 
of  the  DodDle  left  in  (be  supia-VBginal  cervix  were  also  examined  by  hf 
It  proved  to  be  an  ordinary  fibroid. 

Saiiri/uent fragnsi.~'H\ghest  temperature  on  tbe  evening  of  ManA' 
and,  I03'3°.     From  and  including  March  5th,  temperature  was  norma!, 
and  patient  made  an  unintetiupted  recovery. 

Previous  to  the  operslion  the  temperature  reached  about  100°  at 
night,  failing  to  normal  in  tbe  morning. 

Tbe  patient  was  seen  from  lime  to  lime  subseijuently.     She  enjoyed 
good  health,  and  was  free  from  pain.     In  October  18S6  an  examination 
was  made,  and  no  return  was  found.    She  was  not  seen  again  until  (he 
end  of  January  tSSy,  when,  though  about  her  work  as  usual  (mangling), 
she  had  been  getting  thinner  again,  and  for  about  a  month  had  had  hi 
pains  across  lower  part  of  the  back,   and  down  the  left  leg.  and  >  I 
profuse  watery  discharge,  at  times  red;   but  she  has  not  lost  mudl.S 
blood;  she  has  been  suffering  from  boils.     She  would  not  be  examined  T 
on  that  occaBion,  and  it  was  not  for  some  week  or  two  after  that  an  1 
examination  could  be  obtained.     On  vaginal  examination  then,  a  lump  I 
the  size  of  an  orange  was  felt  filling  the  upper  part  of  the  vagina  ; 
was  hxed,  and  the  sur&cc  towards  the  vagina  was  ulcemled,  and  bled  J 
readily. 

Patient  was  readmitted  to  the  hospital,  and  gradually  went  from  bid  I 
to  worse,  dying  on  July  7th,  1B87 — sixteen  months  and  seven  days  afla  I 
tbe  operation. 

For  some  weeks  before  her  death  a  hard  mass  could  be  felt  in  I] 
umbilical  region. 

Pail  nigrltm. — There  was  foimd  some  recent  adhesive  peritonitis 
the  pelvis ;  a  hard  mass  occupied  the  greater  part  of  the  pelvic  cavil 
particularly  on  the  left  side.  The  moss  in  the  umbilical  region  wtl  I 
found  lying  on  the  lumliar  vertebra,  and  was  the  siie  of  an  orange  (  I 
it  appeared  to  be  due  to  secondary  deposit  m  the  lumbar  glan  ~ 
Hydronephrosis  of  the  left  kidney.  No  secondary  deposits  in 
liver,  lungs,  or  other  organs. 

Right  kidney  fairly  normal,  but  its  capsule  could  not  be  separated  1 
without  causing  some  tearing.    There  had  been  no  symptoms  of  ui 

Eemorks. — This  patieat,  then,  had  about  ten  m 
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of  renewed  health  and  comfort,  such  as  enabled  her  to 
resume  her  ordinary  work  (manghng).  The  pain  had  been 
exceedingly  severe  before  the  operation,  and  the  complete 
relief  afforded  from  it  by  the  operation  was  a  very  gratifying 
feature  in  the  case.  It  will  be  seen  that  symptoms  had 
been  present  for  ten  months  before  the  operation,  so  that 
the  case  was  not  by  any  means  an  early  one.  I  certainly 
think  that  her  life  was  prolonged  by  the  operation  ;  for 
during  the  period  of  n  on -recurrence,  she  was  freed  from 
the  continuous  loss  of  blood,  from  the  pain  that  kept  her 
from  sleeping^ — and  her  appetite  returned;  and  I  think  it 
fair  to  conclude  that,  if  she  had  not  had  the  operation 
performed,  she  would  have  died  much  sooner. 

I  have  seventeen  cases  out  of  the  thirty-three  in  which 
I  have  removed  the  uterus  for  cancer  in  which  I  believe 
the  patients  at  the  present  time  to  be  free  from  recur- 
rence. Eight  of  these  are  more  or  less  recent  cases ;  but 
there  are  nine  cases  in  which  intervals  varying  from  two 
to  nearly  eight  years  have  elapsed  without  recurrence. 
Thus  :— 

A'p.  34,  Mrs.  H.,  IG  well  3  years  since  the  operation.  I  saw  bei 
reccDtly.     (Cancer  of  body.) 

JVii.  33,  Mrs.  H.,  b  well  2  years  and  2  monlUs  since  the  operation. 
I  heard  from  her  reccnllj'.    {Cancer  of  cervix.) 

A'ff.  22,  Mrs.  de  B.,  is  well's  years  and  4  months  since  the  operation. 
I  see  her  regularly  at  the  London  Hospital.    (Cancer  of  cervix.) 

^t.  tg,  Mrs.  S,,  is  well  nearly  3  years  since  the  operation.  I  sec 
faer  rt^larly  at  the  London  Hospital.     (Cancer  of  cervix.) 

No.  IS,  Mrs.  J.,  is  well  3J  years  since  the  operation.    (Caticer  of 


i 

I 
I 
I 


jntbs  dace  the  operation. 


ix.) 
//o.  S,  Mrs.  S.,  U  well  4  years  and  i 
(Cancer  of  the  body.) 
/fa.  7,  Mrs.  D.,  is  well  4J  years  since  the  operation.     (Cancer  of  the 
[  body.) 

M>.  4,   Mrs.  D.,  operated  on   in  October  1890,   has   itlendcd   tor 
Lwreial  yean  »t  intervals,  and  shows  do  sign  of  te 


the  microscope;  so  ibat  c 
ix  grouped  together  as  miligMnt  disease  of  the  uUras. 
Similar  treatment  is  required  vfaedaei  tbe  disease  be  «'*«■« 
or  carcinoma.  Sarcoma  of  the  bod;  of  tbe  utcna  is 
commoner  than  sarcoma  of  the  c«tto-  When  it  occure  in 
the  body  of  the  uterus,  it  may  be  fouad  as  circumscribed 
nodulu!!  in  the  uterine  walls,  or  as  a  diffuse  growth,  ronning 
more  or  Ici.h  irregular  projections  on  tbe  sor&ce  of  the 
tiiii'(ii[»  membrane. 

Etiology.— />r/////)'. — Twenty-five  out  of  sixty-ihree  in 
(Jij»«.Tow'»  series  of  cases  were  sterile. 

/Igt.—ln  the  same  scries  the  ages  were  as  follows  :— 
a  under  ao. 
3  between  20  and  30. 


30 


40. 


I  over  70. 
Thi  Ryniptomi  in  advanced  cases  are  the 

tn  t'liily  rnnri  (lie  (li>chBrf{e  is  said  to  be  less  offensivi 

DlimitOllt.      Till-  •jiiiMiKii    niil    be,  in  each  panicutar 
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case,  is  the  disease  malignant  ?  {i.e.,  carcinoma  or  sarcoma), 
or  non-malignant  ?  And  the  non-malignant  conditions  from 
which  sarcoma  has  to  be  diagnosed  are  the  same  as  those 
mentioned  under  carcinoma.  The  following  rare  case 
was  one  of  circumscribed  sarcoma  of  the  body  of  the 
uterus,  with  secondary  nodules  in  the  vagina,  and  also  in 
the  lungs. 

E.  1_,  :et.  50,  married  Iwenty-nine  jeais,  eight  children,  the  last 
eleven  years  ago,  no  miscairiagcs,  was  admitted  to  the  London  Hoa- 
pilal,  June  27th,  1885.  She  complained  of  having  had  a  sudden  attack 
of  Sooding  about  3  month  ago  ;  it  lasted  an  hour,  and  ^he  lost  a  pint  of 
blood.  Two  days  lifter  she  had  another  similar  altock  ;  since  then  she 
was  confiDed  to  bed  till  she  came  to  the  hospital.  She  once  tried  to 
walk  across  the  room  about  a  week  after  the  second  attack  of  bleeding, 
.  but  the  eiertion  was  immediately  followed  by  a  third  flooding.  After 
each  flooding  she  fainted  and  vomited,  but  the  attacks  were  not  attended 
by  any  pain.  She  has  been  losing  Uesh  the  last  three  months,  and  for 
the  last  three  or  tour  months  has  had  a  watery  discharge  from  the 
vagina  of  a  "dirty"  colour.  A  month  ago  (that  is,  about  the  same 
time  the  flooding  came  on)  she  noticed  a  lump  protruding  from  the 

PrrtHsHS  hislBry. — Patient  began  to  menstruate  at  sixteen  ;  she  was 
quite  regular  till  her  marriage  ;  the  flow  lasted  a  week,  and  she  had  no 
pain  at  her  periods.  During  the  last  nine  year^,  patient  says  She  had 
altogether  six  attacks  of  profuse  flooding  ;  the  one  which  b^an  a  month 
ago  is  the  sisth.  The  first  attack  of  bleeding  occurred  nine  years  1^0, 
and  confined  her  to  bed  for  five  weeks.  The  seeond  attack  was 
three  years  after  this.  Between  the  attacks  the  patient  says  she  was 
quite  regular. 

Prtsatl  candiliiin,  June  i^k,  1 885. —  Vuha. — On  inspection,  without 
separating  the  parts,  a  greenish-black  ihoee  is  seen  between  the  lalna 
majora  posteriorly.  By  separating  the  labia  the  mats  isseen  to  be  oval, 
with  its  long  diameter  from  before  back,   measuring    I J  inch;  tntis- 

L  The  exposed  surface  of  the  mass  is  indistinctly  divided  by  radiating 

[  (iirrowi  into  three  lobei.    On  tracing  it  ilp,  the  mass  is  found  to  be 

[  attached  to  the  posterior  vaginal  wall  by  a  broad  pedicle,  which  extends 

[  downwards  ai  far  a«  the  posterior  edge  of  the  vaginal  orifice. 
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The  part  of  the  tumour  ihxl  is  within  (he  vagina,  is  covered  with 
vaginal  mucous  membrane  of  a  pale  pink  colour,  like  that  eUewhete 
in  the  vagina.  Bui  this  covering  ceases  abnijitly  where  the  mass  is 
exposed  to  the  aJr,  and,  as  already  mentioned,  the  surfuce  of  the  exposed 
portion  is  of  a  greenish-black  colour. 

About  half  an  inch  up  the  vagina  o;i  the  right  side,  .1 
size  of  a  walnut  is  to  be  felt  beneath  the  mucous  membrane.      Al  tl 


t  prominent  part  of  this  mass  is  an  area  the  siie  of  a  threepenny 
piece,  of  a  dark  purple  colour.  Here  the  vaginal  mucous  memfanine 
has  become  ollached  to  the  subjacent  growth,  and  has  ulcerated. 
Elsewhere  the  mucoijs  membrane  covering  the  tumour  is  normal, 
misii  has  an  elastic,  semi- fluctuating  feeling. 

C7 rrni.— The  condition  of  pans  in  the  vagina  inlcrforcs  with  a 
factory  examination  of  the  uterus,  liul  il  feels  heavier  than  n< 
and  freely  movable. 


4 
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The  lemperatnre  since  admission  has  varied  (loai  normal  lo  100*4°. 
Pilieal  is  thia  and  sallow  ;  tier  general  appearance  su^ests  malignant 
disease  1  a  gland  can  be  felt  in  each  groin,  hut  Beitber  of  them  is 
enlarged. 

On  July  and,  1885,  the  growths  were  removed,  and  after  their 
removal  (which  was  easily  effected)  a  careful  examination  was  made, 
the  patient  being  still  under  the  influence  of  an  ana^thetic 

The  uteru*  was  freely  movable ;  its  surface  appeared  smooth,  and 
free  from  any  insularity.  The  sound  passed  3^  inches  without  causing 
any  bleeding. 

After  the  operation  the  patient  had  an  (Lttack  of  septicicmia,  from  the 
effects  of  which  she  sank  on  July  7lh. 

J'ojt  morl/m.—Tbue  distinctly  circumi 
colour  and  soft  consistence,  were  found  ii 
largest  occupied  the  thickness  of  the  ul 
measured  vertically  1  j  inch,  and  horizontally  i\  inches.  The  peritoneal 
surface  of  the  uterus  opposite  this  growth  was  discoloured,  and  of  a 
purple  tint,  but  was  quite  smooth.  The  lowest  growth  was  partly  in 
the  wall  of  the  cervix,  partly  in  that  of  Ihe  body  of  uterus  (see  Fig.  lad). 
There  was  no  pcrilonitia.  There  were  numerous  secondary  growths 
about  the  site  of  peas,  but  individually  varying  considerably  in  site,  in 
both  Innga.    None  elsewhere.    The  kidneys  were  granular. 

Microscopical  examination  of  the  growths  showed  that  they  were 
mixed  round  and  spindle-celled  si 


:ribed  growths,  of  a  deep  red 
Ihe  walls  of  the  utenjs.  The 
^rine  wall  at  the  fundus.     Il 


Deciduoma  Malignom. 

This  is  the  name  given  to  a  primary  malignant  disease 
of  the  body  of  the  uterus,  occurring  in  connection  with 
labour  or  abortion.  It  runs  a  rapid  course,  and  secondary 
deposits  occur  in  other  parts,  particularly  in  the  lungs  and 
vagina.  The  exact  nature  of  the  disease  is  at  present  a 
matter  of  some  uncertainty.  Some  observers  regard  it  as 
having  an  essentially  causal  relation  with  pregnancy.  Others 
consider  the  relation  to  pregnancy  as  accidental,  and  believe 
the  growth  lo  be  essentially  a  sarcoma.  Microscopically, 
to  quote  from  the  excellent  paper  published  by  Dr.  Herbert 
Spencer  on  the  subject,  "  it  is  characterised  by  large  cells 


"g***"^  or  waaay. 

t  ^mK  nam  so^  or  in  groops, 
I  "fc  l^lp  deeply  ^liinmg  Budei 
'  oefc,  dK  so-called  '^nKytt^m.' 
tkc  sjHLyiiBu  or  tqrer  o<  fused 
g  (rf  1^  BonBal  cfaorionic 
It  Ae  ^ncjrtinra  of  deciditonia 
m  of  die  chorionic 
I  by  sone  mthoritics.''  •  The 
Tk  gmwth  io  decidDoma  malig- 
1  bf  bi^  extravssuiOQS  of  blood 
■NO  it.  Dr.  Bd^  «tn  has  denMcd  nod)  aUenUon  to 
tht  oitycc^  befievcs  i&at  the  oses  of  deadDOon  roalignuni 
"oa^  laBj-  to  be  repnfad  s  npidlr  giowing  sarcomata." 
He  bad  eiBiainni  wiA  Dr.  KaiMfaaiA,  sections  of  secondary 
growths  IniB  ■  cne  of  sareoon  of  die  testis.  Both  tbese 
dmam%  coBsideted  dot  In  ttese  sections  were  to  be  seen 
"  pbsiDodiil  i&Jfises  «4ucb  show  slmost  all  the  points  taid 
down  by  wnten  oo  deciduoms  mal^um  as  diancteristic 
of  the  '  sytKTtiuin.' " 

I  hare  met  with  two  cases  bcsring  on  the  question.  One 
B  that  described  on  p^e  185,  which  occuned  in  1885 ; 
it  obvionsly  presents  some  important  clinical  features  in 
common  with  cases  described  as  dedduoma  malignum. 
Thus  it  was  a  primary  malignant  growth  of  the  body  of 
the  utenis,  not  carcinomatous,  and  secondary  nodules  were 
present  in  the  ragina  and  lungs.  There  had,  however, 
been  no  pregnancy  for  eleven  years  in  that  case. 

7'he  second  case  came  under  ray  notice  in  December  1896. 
It  is  undoubtedly  identical  with  (he  cases  that  have  bten 
dcicribed  as  dcciduoma  malignum.  Dr.  Herbert  Spencer, 
T)r.  Eden,  Mr.  Targclt,  and  Mr.  Bland  Sutton,  all  of  whom 
have  examined  the  uterus,  and  sections  of  it,  agree  thai 
il  li  10.  That  Ijcing  admitted,  an  important  question  arises 
•  Qmi'irrly  AMiial JuM-nal.  July  1S96. 
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as  to  the  evidence  of  pregnancy  having  occurred  recently 
in  the  case.  It  appears  to  me,  although  it  is  impossible 
to  prove  that  the  patient  had  not  been  pregnant,  that  there 
is  a  considerable  probability  that  she  never  had  been 
pregnant.  I  read  a  paper  on  this  case  before  the  Obstetrical 
Society  of  London  in  July  1897,  and  it  will  be  found  in 
vol.  xxxix.  for  1897  of  the  Society's  Transaclions.  My 
own  view  is  that  this  case  is  one  of  primary  sarcoma  of  the 
body  of  the  uterus,  arising  independently  of  pregnancy; 
and  my  impression  is  that  pregnancy  is  not  an  essential 
antecedent  for  the  occurrence  of  the  disease  known  as 
deciduoma  malign  urn. 

The  notes  of  this  case  are  as  follows  :— 

E.  W.,  amarrieii  woman,  tweDty-four  yearsof  age,  wasadmitled  under 
my  care  into  ihe  London  Hospital  on  December  iglh,  1896,  com- 
plaining al  pain  in  the  hack,  bearing-down  pain,  and  a  conslant  red 
discharge  since  a  supposed  miscamage  nine  weeks  previously. 

Previmi  hiilory.—'SbR  has  had  a.  cough  since  she  was  fifteen  years 
of  age,  and  has  attended  Victoria  Park  Hospital.  She  says  her  left 
lung  is  aflTecled.  She  had  small-pox  eight  years  ago,  and  since  then 
has  been  a  little  deaf.  She  has  been  n-arried  twelve  months,  and  thinks 
that  she  has  had  three  miscarriages.  The  first  miscarriage  was  in  April 
1896,  when  she  believed  herself  to  be  two  months  pregnant ;  the  second 
was  in  August  1S96,  when  she  thought  herself  to  lie  live  or  six  weeks 
prt^ant;  and  a  third  was  nine  weeks  before  she  was  admitted  to  the 

Menstrual  history. — The  catainenii  began  when  she  was  ten  years 
old.  She  then  "  saw  nothing"  for  ten  months,  and  was  very  irregular 
liU  Ihe  time  of  ber  marriage,  there  being  intervals  of  two,  three,  and 
four  months  between  the  periods.  The  periods  were  scanty,  and  attended 
with  pain  in  the  hypogastric  region  and  back.  She  sometimes  had  to 
keep  her  bed  during  her  periods.  She  has  had  no  trouble  with  her 
water.      The  appetite  is   generally  bad,   and   the  bowels   generally 

Family  kiilary. — Her  father  is  alive.  All  the  family  have  suffered 
liom  "  weak  chests." 

Bisttry  of  Ihi  pratiit  ilUusSi — The  patient  says  that  she  has  had  a 


Tol  vngiiial  di»:1iiirge  cv«r  si 
April  1B96.  The  discharge  i 
and  about.  She  has  also  had 
Nine  weeks  before  her  admi; 


ihe  fitil  mLicairiage,  which  occunrd  b 
more  profuse  when  the  patient  was  ap 

ire  or  less  pain  since  the  first  miscarriage. 

in,  when  the  last  mtscnrriage  occuircit. 


she  supposed  herself  to  be  three  weeks  pregnant.  She  was  attended  by 
a  doctor,  and  "  a  small  piece  of  flesh  came  awajr.~ 

At  the  time  of  her  admission  the  case  appeared  to  be  ka  ordinary 
one  of  metrorrhagia,  due  to  incomplete  abortion.  The  note  mode  at 
this  lime  was  as  follows  :— 

Nothing  abnormal  can  be  felt  on  abdominal  examination.  On  vaginal 
examiDation,  there  is  recent  blood  about  the  external  parts,  and  in  the 
vagina.  The  os  is  not  patulous.  Fresh  blood  is  seen  in  the  os.  The 
uterus  is  freely  movable,  and  evidently  somewhat  enlarged. 

Dtdnibtr  xut,  1896. — Two  special  laminario  tents  were  inserteil  on 
the  evening  of  December  aoth,  and  at  3.30  p.m.  on  the  list  the 
dilatation  of  the  cervix  was  completed  with  Hoar's  dilators.  The 
finger  was  then  passed  into  the  uterus,  and  came  upon  a  projecting 
mass  about  the  siie  of  a  walnut,  part  of  which  was  easily  detached. 
The  mass  was  situated  on  Ihe  posterior  wall  near  the  fundus,  and  to  the 
right  side.  Most  of  the  mass  was  easily  detached  with  Ihe  5nger,  but 
(here  was  no  line  of  demarcation  between  Ihe  mass  and  Ihe  underlying 
wall  of  the  uterus.  As  successive  porlions  of  the  mass  were  scraped 
away,  the  finger  kept  going  more  and  more  deeply  into  the  substance  uf 
the  uterine  wall,  so  that  the  condition  was  allogetber  unlike  thai  found 
in  ordinary  cases  of  Incomplete  abortion.  The  material  removed  ivas 
reddish  yellow,  and  somewhat  friable.  I  had  on  one  previous  occasion 
come  upon  a  condition  having  some  resemblance  to  that  found  in  this 
care,  'I'his  was  in  a  case  of  hydatidiform  mole.  The  bulk  of  it  came 
away  spontaneously,  and  it  was  some  weeks  afterwards,  when  the 
interior  of  ihe^uleius  was  explored  on  account  of  a  persisting  metrur- 
rhagia,  that  the  condition  referred  to  was  met  with.  Fortiont  of  Ihe 
hydalirliform  mole  were  projecting  al  the  fundus,  and  were  easily  re- 
moved, but  the  linger  did  nut  come  down  on  to  firm  healthy  uleiinc 
wall.  As  more  and  more  of  the  separable  material  was  detached,  the 
linger  kept  getting  more  and  more  deeply  into  the  wall  of  the  utcnu, 
till  it  vras  very  nearly,  if  not  quite,  in  contact  whh  ihe  piritoneal  coal. 
In  the  cat>e  o[  hydatidiform  mole  refette>l  10,  although  one  felt  doubtful 
as  la  whether  the^whule  of  the  mole  hod  been  removed,  the  palient 
ultimately  made  a  completely  aalisfactory  recovery. 

In  the  present  case  (E.  W.)  pur*  llncture  of  iodine  was  applied  to 
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the  whole  or  ihc  endomdrium.  The  uterus  was  wsshcil  nut,  nnd  a  strip 
of  ioiloform  gauze  was  left  in  the  vagina.  This  was  removed  on  the 
following  day.  The  temperature  subsequent  to  the  dilatalion  did  not  rise 
above  normnl,  but  ihe  red  discharge  persisled  more  or  less  during  the 
patient's  slay  in  ihe  hospital  on  this  fin't  occasion,  although  she  was 
constantly  taking  ergot,  and  having  hot  vaginal  douches.  She  went 
out  on  January  4lh,  1897.     At  that  time  her  weight  was  6  st.  7  lb. 


I 


Fig.  107.— Uterus  Trom  Caie  of  E.  W.  Primary  Sarcoma  of  Ihe 
Body  of  (he  Uterus  (Dcciduoma  Malignum).  The  uterus  has  first  been 
laid  open  along  the  anterior  wall,  and  Chen  the  posterior  wall  has  been 
cut  vertically  almost  up  to  the  peritoneam.  A.  Scattered  nodules  of 
sarcomatous  growth.  B.  Fibroid  in  posterior  wall.  C.  Anterior  cut 
edge  of  posterior  wall.     D.  Cut  anterior  wall  of  nt 

X^aJmissiaii.—TUe  patient  was  readmitted  on  January  I3ih,  1S97, 
as  Ihe  melrotihagia  had  persisleil,  and  there  had  been  two  flooding* 
during  the  few  days  she  was  at  home.     On  0 
that  hair  a  chamberful  of  l>lood  with  clots  came  away, 

ExamintUien,  January  lui,  1^97, — The  patient  was  not  markedly 
■luemic.    On  examining  the  abdomen,  Dothing  abnormal  could  be  fi 
On  vii^nal  examination,  there  wu  a  little  blood  about  Ihe  vagintl 


ohRce,  and  the  litems  was  considerably  enlarged,  being  about  ibe  a 
of  the  pr^nant  uterus  at  seven  or  eight  weeks.     It  was  freely  movable 
atid  soft.     She  was  treated  with  hot  vaginal  douches,  and  took  3  grs. 
or  ergotinc  three  times  a  day  up  tiil  the  sglh.     DuriT^  this  lime  there 
was  no  improvement.    She  suffered  (lora  a  good  deal  of  pain 


Fig.  108. — Microscopic  Section  (rora  the  Author's  Case  of  Decidooo 
Maligrum  (E.  W.),  showing  the  plaimodial  masses  (syncytiui 
Ihe  iHfg*  m 


luhlnuclented  cell.v 


bottom  of  the  stomach,  and  bacldche,  and  pain  down  the  lefi  Leg  as 
far  as  the  knee ;  and  the  red  discharge  persisted.  On  January  30th  Ihe 
ccrviK  was  again  dilaleil,  and  the  following  note  was  made  as  to  the 
condition  of  the  endometrium  : — 

Tradng  the  anterior  wall  of  the  uteras  from  left  to  right,  with  the 
finger  in  the  nlcnis,  it  was  found  lo  be  smooth.  The  piwtcrior  wall 
wu  smooth  on  the  left  tide,  t 


It  about  tbe  middle  it  became  rough,  and 


DECIDUOMA   MALIGNUM. 


293 


on  llic  right  side  came  to  nn  edge,  beyond  which  there  was  an  irregular 
chasm,  on  the  floor  of  which  several  brittle  lrr<5ular  masses  could  be 
fell,  und  portions  were  easily  broken  away  with  ihe  linger.  Bimanually, 
when  the  tinger  was  on  the  l^oor  of  this  chasm,  there  seemed  to  be  Utile 
or  nothing  beyond  pcrilonenm  belweeti  the  hands.     Al  this  lime  I  said 


Fig.  109.— Microscoijic  Section  from  the  Author's  Case  of  Dcciduoma 
Maligtmm  (£.  W.),  showing  the  plosmoitiai  masses  (syncytium)  and 
the  large  multinuclcntcd  cells. 

to  those  who  were  present,  that  but  for  ihe  age  of  ihe  patient  I  should 
have  no  hesitation  in  saying  that  the  case  was  one  of  carcinoma  of  the 
body  of  the  uteius,  and  that  I  felt  practically  certain  that  the  disease' 
was  malignant,  and  that  it  had  considerable  resemblance  to  cues  that 
have  been  desciilied  under  the  title  "  dcciduoma  malignum ■" 

Qptralian,  February  wth,  1397. — The  patient  was  anaesthetised  with 
ether,  and  placed  in  the  lithotomy  position.     Vaginal   hystereclomj  i 
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was  then  performtcl.  the  principal  steps  of  the  operation  being  'iM 
follows  ;— The  anterior  fomix  was  first  indsedand  the  bladder  separated 
as  high  as  the  intemal  os.  Then  the  posterior  fornix  was  opened,  and 
the  cervix  cleared  to  the  same  height.  The  anterior  and  poslenor 
tramverie  inciKions  were  then  joined  by  lateral  incisions,  bleeding 
ve^els  being  secured  with  pressuie  forceps.  Doagla&'s  pouch  was 
opened.  Then  the  vesico-utcrine  pouch  of  the  peritoneum  was  opened, 
and  the  lateral  attachments  of  the  uterus  were  secured  nilh  pressure 
forceps  and  divided.  The  left  side  of  the  uterus  was  freed  fiist  and 
delivered  into  the  vagina,  and  aflerwatds  the  right  liroad  ligament 
was  secured  and  divided.  The  uterus  was  then  removed.  Iodoform 
gauze  was  packed  into  the  vagina,  and  the  upper  pail  of  the  gaiue 
projected  into  Douglas's  pouch.  The  patient  made  an  uninternipled 
recovery.  The  pressuie  forceps  were  removed  on  the  fourth  day,  the 
lempeiaiure  on  that  occasion  reaching  loi^,  the  highest  point  it  reached 
Ihrougliout  the  whole  period  subsequenl  to  ihe  operafion.  After  the 
tenth  day  the  temperature  never  rose  above  gg'z°.  She  was  cxunined 
on  March  ijlh.  On  abdominal  eiamination,  nothing  abnonnal  was  to 
be  felt.  On  vaginal  examination,  a  granulating  surface  the  size  of  a  six- 
pence was  to  be  seen  at  the  lop  of  the  vagina,  looking  quite  hcallby. 
The  patient  went  home  on  March  i6th,  1S97. 


Il  is  important  to  notice  that  these  cases  are  rare,  and 
that  they  are  at  first  liabSe  to  be  regarded  as  cases  or 
subinvolution,  with  metrorrhagia. 

Floodings,  with  more  or  less  persistent  metrorrhagia,  are 
the  chief  symptoms.  When  a  woman  has  a  flooding,  and 
passes  large  clots,  she  naturally  is  apt  to  think  she  has  had 
a  miscarriage. 

Deciduoma  inalignum  {or  primary  sarcoma  of  the  body 
of  the  uterus)  may  occur  in  quite  young  women  (this 
patient  of  mine,  for  instance,  was  only  twenty-four),  and  in 
that  respect  it  stands  in  sharp  contrast  to  primary  carcinoma 
of  the  body  of  the  uterus,  which  is  essentially  a  disease  of 
advanced  life. 

Early  diagnosis,  followed  by  vaginal  hysterectomy,  is  the 
chief  thing  to  be  desired  in  the  management  of  these  cases, 
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Now  that  attention  has  been  directed  to  it,  although  the 
disease  can  hardly  be  common — for  it  is  unlikely  that  the 
characteristic  secondary  deposits  have  been  generally  over- 
looked— still,  it  may  be  found  not  to  be  so  extremely  rare 
as  it  at  present  appears  to  be. 

Those  who  wish  to  go  fully  into  the  subject  are  referred 
to  papers  by  Dr.  Herbert  Spencer  and  Mr.  Rutherford 
Morison,  and  to  the  discussion  on  them  to  be  found  in 
the  London  Obstetrical  Society's  Transaetiuiis,  vol.  xxxviii., 
and  to. a  paper  by  the  author  in  vol.  xxxix.  of  the  same 
TninsaetioHS.. 
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CHAPTER  XIII. 


nisE,\SES  or  1 


TtTBES. 


Congenital  peculiarities. — The  chief  one  is  the  existent 

of  two  or  more  openings  surrounded  by  fimbria,  two  or 
more  accessory  fimbriated  extremities,  instead  of  one.  In 
the  hundred  cases  I  examined,  this  condition  was  met  with 
six  times;  in  most  of  these,  but  not  in  all,  the  accessory 
opening  communicated  with  the  main  tube. 

Inflammation  of  the  Fallopian  tubes. — Salpingitis. 
— This  is  an  extremely  important  affection,  as  proved  both 
by  post-mortem  room  investigation  and  by  clinical  observa- 
tion. For  example,  in  cases  of  pelvic  peritonitis  following 
labour,  it  is  certain  that  in  most,  perhaps  in  all  cases,  the 
sequence  of  events  is— endometritis,  salpingitis,  and  exten- 
sion of  the  inflammation  from  the  tube  through  the  open 
fimbriated  extremity,  producing  pelvic  peritonitis.  If  the 
patient  recovers,  we  cannot  prove  the  existence  of  the 
salpingitis;  but  if  she  dies,  we  may  actually  see  it,  as  I 
remember  doing  in  a  case  of  puerperal  fever,  fatal  a  short 
time  after  delivery.  There  was  evidence,  post-mortem,  of 
corporeal  endometritis;  the  fimbriated  ends  of  the  tubes 
were  open,  pus  could  be  pressed  out  of  them,  and  patches 
of  lymph  were  seen  distributed  over  the  pelvic  peritoneum 
generally.  In  this  case  it  is  to  be  noted  that  the  fimbriated 
ends  of  the  tubes  were  open.  This  must  have  been  because 
the  inflammation  of  the  pelvic  peritoneum  immediately  j 
external  to  the  fimbriated  extremity  of  the  tube  was  of  t< 
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intense  a  character  to  allow  of  the  formation  of  adhesive  I 
lymph  in  the  neighbourhood  of  the  opening  of  the  tub^  1 
which  would  have  sealed  it  up. 

In  chronic  cases  the  fimbriated  opening  has  generally  1 


Fl(i.  tit.— Uterus  ami  its  nppcii<Jagci,  showing  the  slate  of  the  Utttt 
when  malted  together  by  the  aJhesiuns  lesultiog  from  pelvic  perilontlis. 
The  ovaries  are  not  visible,  being  concealed  by  the  iidhesiuDS.  During 
life,  the  physical  signs  woulil  be,  dimiiiiahed  mobility  of  the  uterus,  and 
the  presence  of  "  tliickenltig  "  ai  ihe  sides  of  the  ulcrus.  As  Ihc  fim- 
briated exlrcmilies  of  both  lubes  arc  scaletl  up,  a  patient  whose  orgam 
ate  in  Ihe  condition  represented  is  incuiibly  sterile  (Heii 


become  obliteraled.by  adhesive  pelvic  peritonitis  gluing  it 
to  surrounding  parts.  Had  this  occurred  in  the  case  men- 
tioned, the  inflammation  might  have  remained  localised, 
and  the  patient  have  recovered, 
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Etiology  and  morbid  anatomy.— From  what  has  been 

said,  it  will  be  evident  that  the  etiology  or  salpingitis  is  to  a 

great  extent,  if  not  entirely,  that  of  corporeal  endometritis. 

Therefore  we  may  expect  to  meet  with  salpingitis  ;— 

1.  Following  labour  or  abortion. 

2.  In  cases  of  gonorrhosal  or  simple  vaginitis,  by  ex- 
tension. 

3.  In  cases  where  the  endometrium  has  been  directly 
injured  by  tents,  or  other  instruments. 

4.  As  one  of  the  morbid  conditions  produced  by  cold 
during  menstruation, 

5.  In  certain  fevers. 

6.  A  tubercular  salpingitis  is  also  met  with.  In  such 
cases  there  is  usually  tubercular  mischief  in  other  organs. 

In  fact,  whenever  there  is  corporeal  endometritis,  sal- 
pingitis is  likely  to  occur  by  extension  of  the  indammalion 
along  the  tubes. 

When  the  inflammation  has  reached  the  fimbriated 
extremity  of  the  tube,  pelvic  peritonitis  is  set  up  in  its 
neighbourhood.  Provided  the  pelvic  peritonitis  be  of  the 
adhesive  variety,  what  happens  is,  that  the  fimbriated  end 
of  the  tube  is  closed  up,  being  as  it  were  glued  to  the 
ovary,  and  all  trace  of  the  fimbria;  is  usually  lost. 

Subsequently  the  tube  may  become  dilated  by  accumula- 
tion of  the  inflammatory  secretion.  Whether  in  a  particular 
case  dilatation  occurs,  or  not,  seems  to  depend  on  whether 
there  is  free  escape  for  the  secretion  towards  the  uterus, 
or  not. 

In  many  cases  of  dilated  tubes,  we  do  find  that  there 
is  a  communication  open  towards  the  uterus— that  the 
canal  is  not  closed  in  this  direction,  but  in  such  cases  we 
find  the  channel  of  communication  very  fine  and  tortuous, 
so  that  there  is  practical  occlusion.  When  the  channel 
towards  the  uterus  is  narrow,  we  can  easily  understand  that 
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there  is  liltle  (endency  for  the  secretion  to  escape  into  the  I 
uterus ;  for  as  the  Fallopian  tube  becomes  dilated,  it  tends  I 


to  fall  behind  the  uterus  into  Douglas's  pouch ;  the  ( 

of  the  fluid  is  then  hindered,  partly  by  gravity,  and  partlf^ 
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by  the  kinking  of  the  channel.  The  outer  two-thirds  of 
the  tube  is  the  part  most  liable  to  become  dilated ;  the 
sausage4ike  swelling  formed  is  largest  at  its  outer  part,  and 
the  whole  swelling  is  usually  more  or  less  distinctly  sub- 
divided by  annular  constrictions  into  two  or  three  com- 
partments, which,  however,  communicate  freely  with  one 
another. 

Dilated  tubes  are  classified  as  either  hydrosalpinx,  py&- 
salpinx,  or  htematosalpinx,  according  to  the  nature  of  their 
contents. 

In  hydrosalpinx  the  fluid  is  usually  clear  and  yellow; 
occasionally  it  is  milky.  So  long  as  the  contents  are  not 
distinctly  purulent,  and  are  not  composed  of  blood,  it  is 
best  to  classify  a  specimen  as  one  of  hydrosalpinx. 

In  pyosalpinx  the  dilated  tube  contains  pus. 

In  hematosalpinx  the  tube  contains  blood. 

Frequency.— \  examined  the  condition  of  the  pelvic 
organs  with  special  reference  to  this  question  in  a  series 
of  a  hundred  bodies  taken  as  consecutively  as  possible  in 
the  post-mortem  room  of  the  London  Hospital ;  dilatation 
of  the  Fallnpian  lubes  wasfotind  in  seventeen  of  these  casts. 
In  5  cases  there  was  pyosalpinx. 
In  8     „  „         hydrosalpinx  alone. 

In  4     „  „         ha^matosalpinx. 

There  was  evidence  of  pelvic  peritonitis  in  all  the  cases. 

Whatever  be  the  cause  of  salpingitis,  it  is  a  cause  which 
tends  to  affect  both  tubes.  In  thirteen  out  of  the  seven- 
teen cases  both  tubes  were  dilated ;  and  of  the  remaining 
four  (where  there  was  dilatation  only  on  one  side),  in  two 
only  was  the  Fallopian  tube  on  the  undilated  side  normal ; 
taking  as  the  essential  characters  of  a  normal  Fallopian 
tube  the  presence  of  an  open  fimbriated  extremity,  and 
of  a  channel  in  communication  with  the  cavity  of  the 
uterus. 


I 
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^^^^^    Fig.  113,— Double  IlydfosBlft 

H  dilsled    lubes    atiiJ    adjacent    parts    (Winckcl).       The    uterus   and   Itgl 

H  appendages  are  seen  fioni  behind.     On  Ihe  left  side  there  is  >  stnalll 

I  ovarian  cyst  as  well  as  a  dilated  FalloplaD  tube,     nht  titt.  LeA  lube  f  1 

H  Ovarium  tin.  Left  ovary  |   OvoritHtym.  Ovarian  Ejst  i  AMrusimtH,    ' 

H  '  Adheuon ;  kydrafi  tubM.  Dropjy  of  the  tubt ;  Ovarium  d.  Right  onij, ,  J 
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Relation  of  hydrosalpinx  to  pyosalpinx. — These  condilions 
are  probably  merely  stages  of  the  same  disease  ;  the  fact 
that  in  some  cases  we  find  that  on  one  side  there  is  a 
hydrosalpinx  and  on  the  other  a  pyosalpinx  favours  this  view. 

Relation  of  fuematosalptnx  to  hydro-  and  pyosalpinx.- — 
Hematosalpinx  may  be  produced  by  hemorrhage  into  a 
tube,  the  fimbriated  extremity  of  which  has  been  previously 
obliterated,  or  by  an  accidental  haemorrhage  into  a  pre- 
existing hydro-  or  pyosalpinx. 

In  many  cases,  however,  hsematosalpinx  is  the  result  of 
extra-uterine  pregnancy  occurring  in  the  Fallopian  tube. 
In  other  words,  in  some  cases  hrematosalpinx  is  due  to  the 
presence  of  a  blighted  ovum,  successive  hasmorrhages  into 
the  tube  taking  place  from  time  to  time,  similar  to  the 
hemorrhages  that  accompany  pathological  conditions  of  the 
ovum  when  the  pregnancy  is  intra-uterine.  In  some  speci- 
mens of  hfemalosalpinx,  due  to  extra-uterine  pregnancy,  the 
fimbriated  extremity  of  the  tube  remains  patent — a  fact 
which  is  in  keeping  with  the  pathology  of  the  condition 
just  mentioned.  Mr.  Doran  showed  a  specimen  of  hemato- 
salpinx at  the  Obstetrical  Society  of  London,  which  was 
probably  due  to  a  blighted  ovum  in  the  tube.  In  this 
specimen  the  fimbriated  end  of  the  tube  was  open.  I  have 
myself  met  with  similar  cases. 

It  is  well  to  bear  in  mind,  then,  that  what  appears  to  be 
merely  a  hiemalosalpinx  may  really  be  a  blighted  ovum — in 
fact,  a  tubal  mole — in  the  Fallopian  tube.  This  may  be 
proved  by  finding  chorionic  villi  in  sections  of  the  mass 
examined  under  the  microscope. 

Importance  to  be  attached  to  these  conditions.- — This  is  a 
point  which  cannot  even  yet  be  regarded  as  fully  determined. 

As  to  the/acts,  in  the  writer's  series,  in  one  case  certainly, 
and  probably  in  another,  the  dilated  tubes  were  the  cause 
of  death. 


I 
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Both  these  were  cases  of  pyosalpinx,  and  the  patients 

died  of  acute  peritonitis.     In  one  of  them  the 

place  where 

the  wall  of  the  dilated  tube  had  given  way, 

allowing  its 
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contents  to  escape  into  the  peritoneal  cavity, 

was  clearly 

seen. 

In  one  case,  that  of  a  woman,  age  sixty-two,  the  tubes 

contained  cheesy  masses ;  this  probably  should  be  classified 

as  a  case  of  pyosalpinx  that  had  undergone  natural  cure. 
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The  condition  of  a  patient  who  is  the  subject  of  a 
pyosalpinx  is  certainly  a  serious  one.  How  far  hydro-  or 
hematosalpinx  constitutes  a  danger  lo  life,  we  ate  not  yet 
in  a  position  to  say.  The  diagnosis  of  pyosalpinx  from 
hydro-  or  hematosalpinx  is  often  practically  impossible. 
The  presence  of  more  or  less  severe  fever  from  time  to 
time  would  be  in  favour  of  pyosalpinx ;  but  there  may  be 
sometimes  high  fever  where  there  is  only  hydrosalpinx. 
Again,  patients  with  even  double  pyosalpinx,  the  pus  being 
horribly  foetid,  may  have  long  periods  of  quiescence — 
periods  in  which  they  are  free  from  fever,  and  perhaps 
from  pain. 

Diagnosis — Symptoms. — These  are  not  very  definite; 
but  a  case  presenting  the  following  group  of  symptoms  may, 
with  a  good  deal  of  probability,  be  set  down  as  one  of 
dilated  Fallopian  lubes. 

The  patient  complains  of  pain  across  the  lower  part  of 
the  abdomen,  and  it  may,  or  may  not,  be  worse  on  one 
side.  She  has  dysmenorrhoea,  and  the  regularity  of  the 
catamenia  is  disturbed.  Menorrhagia,  and  sometimes 
metrorrhagia,  are  commonly  met  with  in  these  cases.  If 
the  dysmenorrhoia  dates  from  a  particular  confinement  or 
abortion,  or  if  a  history  of  gonorrhoea  can  be  obtained,  the 
probability  of  the  tubes  being  diseased  is  strengthened. 
Again,  the  history  that  the  patient  has  had  several  previous 
attacks  of  pelvic  peritonitis  is  strongly  suggestive  of  disease 
of  the  Fallopian  lubes,  Such  cases  have  been  termed 
cases  of  "  recurrent  peritonitis."  Patients  themselves  often 
speak  of  pelvic  peritonitis  as  "  inflammation  of  the  bowels." 
A  history  of  attacks  of  "recurrent  peritonitis,"  or  of 
several  attacks  of  "inflammation  of  the  bowels,"  particularly 
in  a  woman  who  is  absolutely  sterile,  or  has  been  so 
during  the  time  covered  by  the  history  of  these  attacks, 
points  strongly  to  chronic  salpingitis. 


I 
I 
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Physicai  signs, — In  some  cases  where  the  swelling  formed 
by  the  dilated  tube  is  very  small,  particularly  if  the  part 
of  the  lube  affected  is  that  just  external  to  the  uteras,  it 
may  be  impossible  to  recognise  any  swelling.  Such  a  case 
is,  however,  exceptional ;  dilatation  usually  alTects  the  outer 
part  of  the  tube,  leaving  a  portion  of  undilated  tube  between 
the  uterus  and  the  tumour.  Again,  in  most  cases  both 
tubes  are  dilated,  and  in  all  cases  there  is  pelvic  peritonitis, 
varying  in  extent.  It  has  been  mentioned  that  the  tumour 
formed  by  a  dilated  tube  tends  to  fall  behind  the  uterus ; 
still,  however,  keeping  rather  to  its  own  side  of  the  middle 
line. 

Given  the  history  such  as  that  sketched  out  above,  if 
we  find  the  uter\is  less  movable  than  normal  (on  account 
of  the  accompanying  pelvic  peritonitis),  and  if  we  find  a 
sausage-like  tumour  lying  in  Douglas's  pouch,  a  little  to 
one  side  of  the  middle  line,  that  feels  as  if  it  contained 
fluid,  and  is  partially  fixed,  still  more  if  this  condition  exists 
on  both  sides,  the  probability  is  that  the  case  is  one  of 
dilated  tubes. 

Diagnosis  by  pimcture  is  not  generally  to  be 
recommended,  and  may  be  dangerous ;  nor  would  it 
be  conclusive,  e.g.,  the  fluid  might  come  from  a  small 
ovarian  cyst.  Considering  the  frequency  of  dilated  tubes 
among  the  general  population,  as  evidenced  by  the  fre- 
quency they  were  met  with  in  a  consecutive  series  of 
bodies,  coming  from  all  parts  of  a  general  hospital  (in  my 
series  17  per  cent.),  it  is,  I  think,  a  fair  inference  that, 
if  it  were  possible  to  examine  the  organs  in  a  series  of 
patients  attending  the  gynatalogical  department  in  any  of 
our  hospitals,  we  should  find  the  tubes  diseased  in  a  still 
larger  proportion.  For  instance,  where  there  is  lessened 
mobility  of  the  uterus,  with  the  presence  of  cither  a 
distinct  lump,  mote  or  less  fixed,  in  one  or  Ixith  posterior 
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quarters  of  the  pelvis,  or  even  where  there  is  "  thickening  " 
such  as  is  usually  taken  as  evidence  of  a  previous  pelvic 
inflammation — peri-  or  parametritis — such  cases  would,  I 


think,  if  it  were  possible  to  examine  the  organs,  yield  a 
high  percentage  of  dilated  tubes  (see  Fig.  11 1).  In  cases 
where  these  physical  signs  are  present,  and  where  the 
abdomen  has  been  opened,  it  is  usually,  if  not  invariably, 
found  that  the  tubes  are  diseased. 


Treatment.— If-  it  were  possible  lo  be  certain  of  the 
presence  of  a  pyosalpinx,  as  distinguished  from  a  hydro- 
or  hiematosalpinx,  there  would  be  no  hesitation  in  recom- 
mending an  operation  for  its  removal  by  a  skilled  specialist. 
Pyosalpinx  certainly  constitutes  a  danger  to  life ;  but 
hydrosalpinx  or  hasmatosatptnx  are  not  always  dangerous, 
though  they  may  sometimes  become  so. 


Fig.  1)6. — Sbowing  the  nppendagea  grasped  bj  Urge  elbowed  pressuntfl 
forceps.    The  pedicle-needle  bearing  t  loop  of  silk,  perforates  the  bi 
ligament  below  the  forceps  and  near  the  uterus  (Doran). 

The  ligature  is  then  to  be  odjuited  ready  for  lying,  and  th«  appeA>  1 
dagcs  nre  seiicd  with  two  pairs  of  small  Wells's  forceps  just  above  the  I 
laige  pressure  forceps  ;  this  is  removed  and  the  ligature  tied  :  theap 
dagcs  are  then  cut  away.     The  small  forceps  are  merely  lo  rclaio  a 
of  the  pedicle,  to  allow  of  its  being  inspected  just  before  the  closing  o 
the  abdominal  wound. 

When  there  is  very  severe  dysmenorrhtea,  as  well  1 
more  or  less  pain  between  ihe  periods,  associated  with  tl 
physical  signs  of  dilated  tubes,  removal  of  the  discs 
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tubes  (and  ovaries),  by  one  specially  skilled  in  abdominal 
surgery.is  a  justifiableoperation,  provided  palliative  treatment 
(counter-irritation,  hot  douching,  etc.)  has  been  fairly 
tried,  and  provided  also  that  sufficient  time — for  example, 
eighteen  months  or  two  years — has  been  allowed  to  elapse 
to  give  the  patient  the  opportunity  of  recovering  spon- 
taneously. Of  course,  the  exact  nature  of  the  operation 
must  be  explained  to  the  patient,  and,  if  she  is  married, 
to  her  husband.  In  such  cases  the  dilated  tubes  and 
ovaries  may  be  found  so  densely  matted  together  and  to 
the  surrounding  parts,  that  the  operation  for  removing 
them  would  be  an  exceedingly  dangerous  one  (if.^.,  involving 
risk  of  tearing  some  of  the  big  veins,  or  the  ureters),  or 
may  even  be  altogether  impossible. 

The  proportion  of  cases  in  which  the  removal  of  the 
appendages  is  found  to  be  impossible  diminishes  greatly  as 
the  experience  of  the  operator  increases.  There  are  very 
few  cases  indeed  in  which  an  experienced  operator  finds  it 
impossible  to  complete  the  operation. 

In  my  series  of  seventeen  cases,  removal  of  the  diseased 
oi^ns  would  have  been  absolutely  impossible  in  one  case, 
and  in  another  could  only  have  been  done  by  removing  at 
the  same  time  the  body  of  the  uterus;  in  the  remaining 
fifteen  cases  removal  would  have  been  possible  in  all,  and 
easy  in  most. 

The  best  thing  to  do,  when  an  operation  has  been 
decided  on,  is  to  commence  the  operation  merely  as  an 
exploratory  abdominal  section,  with  the  full  understanding 
that,  if  the  organs  are  found  so  densely  adherent  that  their 
removal  would  be  a  very  hazardous  matter,  the  operator  is 
not  to  attempt  removal,  but  to  close  the  wound.  It  some- 
times happens  that  after  such  an  operation,  i.e.,  merely 
an  exploratory  abdominal  section,  the  patient's  pains  are 
relieved  to  a  greater  or  less  extent.     Such  a  case  occurred 
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to  me  several  years  ago  at  the  London  Hospital.  The  ' 
patient  had  swellings  on  each  side  of  the  pelvis  such  as  may 
be  caused  by  dilated  tubes;  on  opening  the  abdomen,  the 
organs  on  each  side  were  so  firmly  adherent  in  the  pelvis 
that  1  decided  it  would  be  unjustifiable  to  attempt  to 
remove  them,  and  I  closed  the  wound.  The  patient  made 
a  good  recovery  from  the  operation,  and,  singularly  enough, 
although  she  was  informed  that  the  tumour  we  had  Iwped  to 
remove  had  not  been  removed,  she  has  on  several  occasions 
since  assured  me  that  the  pain  she  has  had  since  the 
operation  is  not  worth  speaking  of  as  compared  to  what  she 
had  before  it.  Possibly,  in  examining  the  relation  of  the 
organs  during  the  operation,  some  adhesions  may  have  been 
broken  down  that  had  something  to  do  with  her  pain. 

The  following  are  notes  of  the  first  twO  cases  in  which  ■ 
I  removed  the  appendages  for  chronic  inflammatory  mis-  ! 
chief: — 

Case  I.  unfortunately  contracted  syphilis  in  the  summer 
of  r 890,  and  I  have  not  seen  her  since;  up  to  that  time 
she  had  been  free  from  symptoms  since  the  operation. 

Case  II.  expressed  herself  as  being  much  better  for 
about  a  year  after  the  operation ;  but  within  the  last  few 
months  her  various  pelvic  pains  have  returned,  and  she  is 
now  nearly,  if  not  quite,  as  bad  as  when  I  first  saw  her. 

The  notes  of  these  cases  are  as  follows : — 

Ca5iI.— N.  C,  age  i8.  was  admitied  inio  the  London  Hospitxl 
undct  my  cBre  on  May  i/tli,  18S8. 

She  had  been  msTriol  ten  years,  nnd  had  one  child,  eight  and  ■  half '1 
years  ago.     She  thought  she  hod  had  a  miscarriage  four  years  beTon  f 


She  had  never  been  well  since  her  conRncnient,  which  n 
have  been  a  diflicult  one.  She  hod  been  attended  at  the 
midwife,  and  was  veiy  ill  for  (ome  lime  after  il. 

Ever  (ince  (he  conRnement  she  had  suffered  from  constant  pain  ft 
aching  in  the  left  iliac  region,  with  nnmlniesi  down  the  left  It 


e  (or  Ihc  live  months  preceding  her 


The  paia  had  been  much  v 
sdiDissioQ. 
Since  her  confinement,  also,  menstruatioa  had  been  vet;  irr^nlar, 
at  intervals  of  five  v^eeks,  seven  neeks,  and  once  len  weeks. 
Someliracs  it  WI15  a  mere  "show";  at  most,  it  lasted  two  days.  She 
had  very  great  pain  for  a  week  beCoTchand,  somewhat  rclieve<I  when 
the  flow  b^BD.  The  pain  was  like  labour  pains,  and  was  felt  throoghout 
the  pelvis,  but  worse  in  the  left  iliac  region. 

Before  the  confinement  she  had  always  been  regular  every  four  weeks, 
losing  a  good  quantity,  and  having  no  pain  at  the  periods. 

On  May  17th,  1S88,  she  was  examined  under  an  anasthctie.  The 
nterus  was  fairly  movable,  and  a  swelling,  also  fairly  movable,  was  felt 
to  the  left  side  of  it.     This  was  the  siie  of  a  large  egg. 

She  was  advised  to  try  palliative  Ireatmeot,  and  did  so  for  sin 
months  without  finding  herself  any  better.  She  was  accordingly  re- 
admitted, and  I  removed  the  uterine  appendages  on  January  list, 
1S89.  Some  dense  adhesions  on  the  left  side  had  to  be  separated 
before  the  appendages  on  that  side  could  be  removed.  Both  the 
Fallopian  tubes  were  slightly  enlarged,  and  the  Hmbrlaled  ends  had 
been  closed  by  adhesions,  the  outer  ends  of  the  tubes  being  firmly 
adherent  to  the  corresponding  ovary.  I  have  seen  this  patient  at 
intervals  since  the  operation ;  she  was  quite  free  from  the  constant 
pain  which  had  been  her  chief  trouble  for  about  fifteen  months  after 
the  opetalLon.  She  then  contracted  syphilis,  and  I  have  lost  sight 
of  her.  Curiously,  she  had  had  a  periodical  discharge  of  blood  from 
the  uterus,  at  shorter  intervals  since  the  operation  than  before  it. 

Case  II. — C.  S.,  age  30,  was  sent  up  to  roe  by  Dr.  Thompson  of 
Woolwich,  and  ivos  admitted  into  the  London  Hospital  under  my  care 
in  May  1888. 

She  had  been  married  twelve  years,  and  had  had  three  children,  the 
last  nine  years  before  admission. 

The  confinements  were  said  to  have  been  easy  ;  but  her  symptoms 
date  from  ten  years  ago.  >Ier  chief  complaint  is  of  constant  pain  in  the 
left  iliac  region,  extending  down  the  lefi  1^  during  that  lime. 

She  had  been  in  three  other  hospitals  before  coming  to  the  London, 
and  had  worn  many  pessaries. 

Before  the  present  illness  the  catamenia  occurred  every  three  weeks, 
and  were  unattended  with  pain  ;  since  the  illness  there  has  been  a 
good  deal  of  irr^ularity  as  regards  menstruation  1  on  the  Hhole,  the 
irregularity  has  been  rather  in  the  diredio 
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She  was  wnmined  under  an  onrcslhetic.  The  uterus  was  found  ti 
be  retraflexed,  and  so  bound  dowa  by  Hdhesions  that  it  could  not  be 
replaced  with  the  sound.  A  EWrtling  about  the  siie  of  a  walnut  was 
felt  IQ  the  left  of  the  uterus  ;  this  was  also  more  ot  less  fixed.  Here, 
as  in  the  last  case:,  the  diagnosis  was  chronic  intlammBtion  of  Ibe 
uterine  appendages,  and  the  patient  was  given  palliative  tteatment. 
This  was  continued  foi  more  than  a  year  ;  but  as  she  was  then  no 
better,  she  was  readinilled  into  the  hospital,  and  on  August  iglh,  1889, 
I  removed  the  uterine  appendages. 

There  was  some  diktalion  of  the  left  tube,  and  its  outer  end  was 
closed  ami  matted  to  the  ovary  in  the  usual  way.  There  were  also 
dense  adhesions  between  the  left  appendages  and  the  pelvic  wall. 

I  have  seen  this  patient  at  intervals,  and  she  was  completely  free 
from  the  pain  for  about  a  year  after  (he  operation.  She  also  has  had 
some  periodical  discharge  of  blood  from  the  uterus  since  the  operation  ; 
there  has  been,  however,  no  pain  with  iL 

Abnormal  Patency  of  the  Inner  End  of  the      H 
Fallopian  Tube.  B 

As  a  rule,  the  inner  part  of  the  Fallopian  tube  is  so 
narrow  that  an  extremely  fine  bristle  is  needed,  and  some 
expenditure  of  time  and  patience,  to  pass  it  from  the  uterus 
along  the  tube.  This  is  the  rule  in  dead  bodies.  Very 
rarely  a  specimen  may  be  met  with  when  tht;  inner  end  of 
the  ttjbe  is  much  more  open  than  this,  and  may  allow  a 
common  stirgical  probe  to  pass  along  it,  even  post  mortem, 
as  in  a  case  narrated  by  the  late  Dr.  Matthew.?  Duncan, 
where,  during  life,  there  was  reason  to  think  the  sound 
had  passed  along  the  Fallopian  tube.  During  life  the  inner 
part  of  the  lube  has  not  probably  an  unvarying  calibre,  but 
may  dilate  to  some  extent,  perhaps  sufficiently  to  allow  an 
ordinary  uterine  sound  to  pass  along  the  tube.  It  is  in  this 
way  that  cases  are  explained  where  the  she  of  the  uterus, 
as  ascertained  by  bimanual  examination,  Ls  not  increased, 
and  yet  the  sound  can  be  passed  several  inches  in  the 
direction  of  one  of  the  tubes.     In  rare  cases  this  may  be 
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the  true  explanation ;  but  in  most  cases  where  it  happens 
it  is  far  more  probable  that  the  sound  has  perforated  the 
walls  of  the  uterus,  and  passed  along  under  the  peritoneum 
between  the  layers  of  the  broad  ligament,  and  is  not  in  the 
tube  at  all.  Out  of  the  body  I  have  several  times  tried 
pressing  the  point  of  an  ordinary  uterine  sound  against  the 
uterine  end  of  the  tube  in  the  direction  of  the  tube.  What 
happens  is,  that  when  the  pressure  has  reached  a  certain 
point,  the  sound  perforates  the  mucous  and  muscular  coats 
of  the  uterus,  and  slips  into  the  space  between  the  layers 
of  the  peritoneum  forming  the  broad  ligament,  outside  the 
Fallopian  lube  altogether.  The  peritoneum  is  loose  in  this 
situation;  and  unless  the  sound  is  pressed  with  great  force, 
or  passed  for  an  extreme  distance,  the  peritoneum  is  not 
perforated,  which  may  account  for  no  serious  mischief 
resulting  when  this  has  been  done  during  life. 

Notes  of  four  recent  cases  of  dilated  Fallopian  tubes  that 
have  been  under  my  care,  and  illustrate  the  clinical  aspect 
of  such  cases,  follow  here  : — 


Hydrosalpinx   on   Left  Side.      Severe  Pain    in  Left  Iliac 

Region  a/td  Afetrorrhagia  of  Five  Months  Duration. 

liemoval    of    Dilated    Tube,    followed    by     Complete 

Relief 

E.  F.,  nge  30,  was  admitted  inio  the  London  Hospital  under  my 

care  OD  December  iSlh,  1S95.     She  was  sent  to  me  by  Dr.   Rhodes 

□r  Plumstead.    She  had  been  mairied  ten   years,    and   had   had  no 

children,  but  two  miscarriages  at  abom  the  second  and  third  month  of 

pregnancy,  the  last  one  being  nearly  two  years  ago.     She  complained 

that  for  the  last  five  months  she  had  had  severe  pain,  more  especially  in 

the  left  Iliac  region,  but  al<to  in  the  lower  part  of  the  ahdum en  generally, 

and  in   the   lower  part  of  the   back.     For  the  last   month  she  hod 

experienced  a  sensation  of  movements  in  the  abdomen.     For  the  last 

five  months   there   had   also   t>eeD   a   slightly  blood-stained    vaginal 

discharge,  practically  continuous  for  the  whole  of  that  time.    Before 
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live  months  ngo  she  hod  been  quite  regular,  but  during  the  lost  live 
months  she  had  not  been  able  xa  tell,  on  account  of  the  cuntinuous 
red  discharge,  when  she  was  menstraaling  and  when  she  was  not. 
During  the  ume  time  she  has  had  pain  and  nausea  aftei  food.  She 
often  vomited,  and  this  gave  relief.  She  has  a  perforation  of  ihc  soft 
palate  :  this  occurred  ten  years  ago,  at  a  lime  when  she  suffered  from 
severe  ulceration  in  the  throat.  She  gives  no  history  of  ajiy  rash  or 
sore,  and  there  are  no  other  signs  of  syphilis. 

On  examination  (Decetnber  2Slh,  1S95)  the  uterus  was  found  to  be 
of  the  ordinary  siie,  in  the  normal  position,  and  fjurly  movable.  An  < 
elastic,  somewhat  sausage -shaped  swelling  was  fell  in  the  left  'posterior 
quarter  of  the  pelvis  ;  it  seemed  about  the  siie  of  a  duck's  egg,  and  wu 
fairly  movable.  The  breasts  showed  no  sign  of  activity.  The  diagnosis 
come  to  was,  that  the  swelling  was  probably  a  dilated  Fallopian  tube, 
or  perhaps  a  small  ovarian  cyst.  The  possibility  of  extrauterine 
fcetation  was  thought  of,  but  excluded  on  account  of  there  being  no 
sympathetic  changes  in  the  breasts,  and  no  enlargement  of  the  uterus. 

On  January  toth,  1S9G,  the  patient  was  anseslhetised  with  the  A.C.E. 
mixture,  and  the  abdomen  opened  in  the  usual  way.  The  swelling 
above  described  was  found  to  be  the  left  Fallopian  tube  dilated,  and 
containing  clear  watery  fluid.  There  was  nothing  to  be  seen  of  the 
fimbriated  extremity  of  the  tube,  the  outer  end  being  firmly  adherent  to 
the  corresponding  ovary.  Only  one  adhesion  had  to  be  tied.  The  left 
broad  ligament  was  then  tronsfiied  and  tied  in  two  halves,  one  separate 
ligature  being  also  tied  round  ibe  whole  pedicle.  The  dilated  tube,  with 
a  portion  of  the  left  ovary,  was  then  renioved,  and  the  wound  was  closed 
completely.  Nothing  was  done  to  the  appendages  on  the  right  side,  as 
they  seemed  healthy.  The  patient  made  a  satisfactory  recovery.  She 
came  up  to  the  Hospital  on  February  lolh,  and  said  thai  she  had  been 
completely  free  from  pain  since  the  operation.  There  had  been  no  return  • 
of  the  metrorrhagia. 

Rtmarks. — An  interesting  point  in  the  case  was  the  definite  and 
simple  nature  of  the  symptoms— pain  in  the  left  iliac  region,  and  a 
persistent  metrorrhagia  for  five  months  before  the  operation.  It  so  often 
happens,  in  ca.<«s  of  disease  of  the  appendages,  that  symplomi  ar« 
extremely  vague,  and  are  not  rarely  complicated  by  an  obviously  neurotic 
temperament  in  the  patient.  This  was  not  so  in  the  present  case;  the 
patient  was  a  very  sensible  woman,  having  two  distinct  sources  of  com- 
plaint—the pain  and  the  metrorrhagia ;  and  the  removal  of  the  apparent 
cavK  has  been  followed  by  complete  relief  from  the  symptoms.    1  think 
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persistent  pain  is  a.  more  constant  sympton 

than  is  the  medorrhagiB,  tbnugh  the  ]a.lter  L 

In  my  experience  melronhagia  isslso  present  in  a  considerable  propoit inn 

of  cases  in  which  the  cause  of  the  dilatation  of  the  Fallopian  tube  is  the 

presence  of  an  early  exlra-utcrine  pregnancy. 

Le/f  Pyosalpinx.     Right  Hirmalosalpinx  and  Small 
Ovarian  Cyst. 

O.  A.,  a  married  woman,  39  years  of  age,  was  admitfed  into  the 
London  Hospila!  under  my  care  on  October  a6lh,  1896. 

Prtviom  history. —^tic  married  at  the  age  of  20,  and  had  a  pre- 
mature confinement  about  a  year  aderwards.  The  child  was  bom  alive, 
but  died  in  half  an  hour.     This  is  the  only  pr^nancy. 

When  she  was  19,  she  had  a  sore  on  the  inner  aspect  of  the  left 
libiom.  It  was  burnt  with  "  caustic  " ;  about  two  months  afterwards 
she  bad  an  ulcerated  sore  Ibroal.    She  is  positive  thai  she  never  had 

Two  years  after  the  confinement  she  had  an  attack  of  gonorrhtea, 
attended  with  frequent  micturition  and  scalding. 

She  had  scarlet  fever  bI  the  age  of  23,  and  hm  had  several  attacks  of 
"  rheumatism.'' 

She  has  had  three  separate  attacks  of  "  inflammation  of  the  bowels," 
at  the  ages  of  29,  34,  and  39  respectively. 

MetutruaiieH  h^^n  at  the  age  of  14.  She  was  quite  regulari  and  has 
never  lost  much  at  her  periods, 

PrestHi  iHness.—Tiiii  b^an  in  June  1896,  with  an  attack  believed  to 
be  "  rheumatic  fever."  She  then  went  to  St,  Thomas's  Hospital.  When 
she  had  been  in  the  hospital  three  weeks,  the  abdomen  became  very 
tender,  especially  on  the  left  side.  The  question  of  operation  was  then 
apparently  discussed,  but  she  was  not  thought  at  the  time  to  be  strong 
enough  to  undergo  it.  The  pain  referred  to  the  left  iliac  r^on  has 
persisted  up  to  the  present  time.  She  also  complains  of  a  constant 
bearing  down  pin  and  of  some  swelling  of  the  right  leg. 

She  was  quite  regular  up  to  Christmas  1S95 ;  the  periods  then  began 
to  diminish  in  quantity,  and  finally  ceased  in  May.  There  have  been 
two  scanty  periods  since  then— one  a  month  ago,  and  one  two  days 
before  her  admission  to  the  London  Hospital. 

Slaii  on  admission. — She  is  n  well-nourished,  strong-looking  w 
The  pupils  are  unequal  and  irregular,  the  right  pupil  almost  tt 
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of  a  pinhole.    They  teact  to  light  and  accommodation.     Pulse 
temperiture  99°. 

No  cardiK  murmur  was  heard  j  [he  urine  was  oormal. 

Oiloifr  jiif. — As  regards  the  slate  of  the  pelvic  organs,  she  w»S 
examined  under  in  ann;;lhetic.  and  the  following  nolc  was  made  : — 

On  examination  of  the  abdomen,  a  swelling  is  felt  in  the  hypogastric 
region.  On  vaginal  elimination,  n  swelliog  is  felt  somewhat  to  the 
right  of  the  middle  line,  which  is  found  to  be  the  body  of  the 
moderately  enlarged.  The  sound  passes  3^  inches.  To  the  left  of  Ihc 
uterus  there  is  a  swelling  the  size  of  an  orarrge,  feeling  soft  and  elasll 
lioth  the  uterus  and  this  swelling  have  a  fair  degree  of  mobility, 
outline  of  the  uterus  is  fairly  r^ular. 

0/teralioM,  Nmtmhtr  igiA,  1896.— The  patient  was  anaslhelised  with 
tlie  A.C.E.  mixture,  and  the  abdomen  was  opened  hy  the  usual  median 
incision.  The  tumour  to  the  lef)  of  the  uterus  was  found  to  be  a 
pyosalpinx  adherent  to  the  corresponding  ovary,  and  also  adherent  to 
the  uterus,  rectum,  and  the  pelvic  wall.  The  adhesions  were  separated 
with  the  finger,  and  the  dilated  tube,  with  the  ovary,  was  removed,  the 
pedicle  being  tied  in  three  sections.  While  pulling  up  the  pyosalpinx 
the  tube  burst  and  pus  escaped.  It  was  mopped  up  as  completely  as 
possible  with  Camgee  pads.  On  the  right  side  the  Fallopian  tube  was 
also  dilated,  its  contents  being  bloody  fluid ;  and  the  right  ovary  wis 
also  enlarged,  so  as  to  form  a  small  cyst  conlidning  similar  blood'itained 
fluid.  The  appendages  on  the  right  side  were  also  removed.  The 
patient  was  put  in  Trcndlenbei^'s  position  for  a  short  lime,  so  that  the 
deeper  pari  of  the  pelvis,  from  which  the  adhesions  bad  been  separated, 
could  be  looked  at.  She  was  then  put  down  fiat  again,  and  the 
peritoneum  was  washed  out  with  saline  fluid.  An  iodoform  gauze  drain 
about  30  inches  long  {it  was  measured  alHer  removal)  was  put  in,  and 
the  rest  of  the  wound  dosed  with  silk  sutures.  The  gauie  drain  was 
removed  on  the  fourth  day,  and  hct  subsequent  prt^ress  was  uoevealfiiL 
She  went  out  on  January  and,  1S97. 

The  following  case  illustrates  very  well  the  impossibilit] 
of  exact  diagnosis  as  between  a  dilated  tube  and  a  s 
ovarian  cyst.      Both  tubes  were  dilated  and  contained  pus,  ^ 
and  there  was  an  ovarian  cyst  also  on  each  side.    On  the  J 
left  side  the  ovarian  cyst  itself  contained  pus  :- 


fihe^^ 


Mrs. 


a  consultation  with  Dr.  Picicy  Fox  of  Clapha 
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on  January  9th,  1897.  She  was  30  jeaisofage,  and  !iad  been  married 
[welve  years.  She  had  had  four  children,  the  lasl  four  and  a  half  years 
ago.  She  was  inclined  to  think  ihere  had  been  one  miscarriage  eighteen 
months  ago,  as  she  had  then  gone  ten  weeks  without  "  EeciDg  any- 
thing," and  then  bleeding  came  on,  but  no  lump  was  passed.  Alter 
that  she  was  fairly  regular,  the  periods  lasting  a  week,  and  not  much 
being  lost.    She  had  no  special  pains  at  tlie  times  except  back-B>che. 

Hillary  ef  prtsiiU  i/lncis. — She  had  not  been  well  for  several  months 
befoie  I  saw  her.  In  the  summer  of  1S96  she  fell  when  getting  out  of 
a  "bus,  and  from  that  time  she  had  experienced  pain  in  the  left  groin. 
Soon  after  this  fall  she  was  unable  to  hold  her  water  for  three  days,  but 
Ibis  trouble  soon  passed  away.  About  three  months  before  I  saw  her 
she  caught  a  chill ;  she  was  menstruating  at  the  time.  That  period 
only  lasted  three  days  instead  of  a  week,  and  she  has  practically  been 
in  bed  ever  since,  with  constant  pain  in  the  left  iliac  r^on,  roimiog 
down  the  thigh  to  [he  knee.  Aiiout  the  time  thai  she  caught  the  chill  her 
temperature  was  taken,  and  was  found  to  be  loj's".  She  had  violent 
pains  in  the  alxloinen,  which  was  very  lender,  and  she  vomited  after 
everything  she  took.  The  pain  uas  constant  for  about  seven  weeks 
from  the  beginning  of  the  illness.  She  had  been  regular  up  to  the 
time  when  she  caught  the  chill.  She  missed  Iwo  periods  after  the  chill. 
About  three  weeks  before  Christmas,  1896,  she  was  seen  by  another 
consulting  physician,  after  which  the  pain  was  also  felt  in  the  right 
iliac  region,  but  for  about  two  weeks  before  Christmas  all  her  pain  had 
very  much  diminished,  and  she  got  up  the  day  after  Christmas.  Her 
pains,  however,  came  on  more  acutely  than  before,  causing  her  to  go 
back  to  bed,  and  pain  in  the  tower  abdomen  has  been  constantly  pre- 
sent, especially  in  the  left  iliac  region,  up  till  the  time  when  I  saw  her 
(January  9th,  1B97).  As  already  mentioned,  she  missed  two  periods 
after  the  chill ;  but  soon  after  (he  coosuilation  three  weeks  before 
Christmas  the  period  came  on  ^ain,  and  lasted  for  a  fortnight. 

At  the  time  I  saw  her  the  temperatuie  was  101°.  The  lower  abdomen 
was  tender,  and  an  indistinct  swelling  could  be  felt  in  the  hypogastric 
and  left  iliac  regions.  On  vaginal  examination  the  uterus  was  fixed, 
and  lixed  swellings  could  be  felt  in  the  right  and  left  posterior  quarters 
of  the  pelvis.  The  swelling  in  the  left  was  distinctly  elastic,  and  I 
felt  sure  that  it  contained  fluid.  Taking  into  consideration  the  long 
period  during  which  she  had  been  ill  (over  three  months),  ihc  fact  that 
she  had  been  feverish  on  and  off  during  the  whole  of  that  time,  and  the 
persistence  of  the  pun  for  the  same  period,  I  came  to  the  conclusion 
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that  the   case  was   elthei  one  of  suppurating   ovarian  cyst  oc   pro*  I 
salpinx,  possibly  bilatnal,  with  a  good  deal  of  pelvic  peritonitis  n 
the  tumour  or  tumours.    1  advised  that  an  exploratory  abdominal  section  1 
should  be  peifonned.  and  the  swellings  removed,  if  Ibe  opinion  ss  tc 
their  nature  which  I  had  formed  was  correct. 

The  patient  and  her  rnother  bad  been  reading  Ibe  ease  of  Beatly  v. 
Cullingworth,  and  they  were  fully  alive  lo  the  questions  that  might 
arise  as  regards  the  removal  of  Ibe  ovaries.  The  patient  eipresscd 
herself  at  the  lime  when  I  first  saw  her  as  decidedly  avene  lo  Iha 
removal  of  Ibe  ovaries.  I  explained  to  her  that  almost  certainly  Ihe 
oi^cratioD  contemplated  would  involve  the  removal  of  the  left  ovaiy, 
and  il  was  eslremely  probable  that  the  right  was  also  extcnslrclj 
diseased,  and  would  probably  also  have  lo  be  taken  away.  As  she  had 
shown  herself  lo  be  averse  to  the  removal  al  all  events  of  both  ovoriei 
on  this  occasion,  1  refused  to  have  anything  lo  do  with  the  case  unlets 
I  had  ihe  express  pennissioo  of  hei  husband  and  self  in  writing  to 
remove  cither  one  or  both  ovaries,  according  as  might  seem  necessaij 

%  at  the  time  of  the  operation.     I  have  never  previously  bad  the  exprem 
consent  m  wiiting  from  any  patient  for  any  operation,  bat  mider  the 

-  drcumstances  it  seemed  lo  me  desirable  to  have  a  written  autborily  oa 
this  occa^cn,     The  permisnon  obtained  ran  as  follows  : —  J 

"January  llli,  1897.       I 
"  I  hereby  give  Dr.   Leiveis  permis^on— in  the  operation  that  it    ] 
requisite  for  my  recovery — to  have  full  discretion  to  remove  one  or  both 
of  my  ovaries,  should  he,  during  the  operation,  consider  such  lo  be 
quite  necessary. 

"  Alice  G. 

...... 

Oferalien,  January  14/*,  1S97 — The  patient  wa".  onresthetised  with  I 
the  A.C.E.  mixture.     Dr.  Fiercy  Fox  gave  the  an:estbctic,  and  I  wM  \ 
assisted  al  the  operation  by  Mr.  L.  A.  Smilb,  who  was  at  the  lime    ' 
resident  accoucheur  at  the  London  Hospital.     On  opening  the  abdomen 
in  the  usual  way,  the  swelling  to  the  right  of  the  uterus  it  once  came 
inio  notice.    The  swelling  was  made  up  of  an  ovarian  cyst  the  siie  of  a 
Tangerine  orange,  containing  a  thin  brownish-red  fluid,   and  ol  the 
right  Fallopian  lube,  which  was  enlarged  so  as  10  be  as  ihick  as  the 
ihumb.     Its  fimbriated  extremity  could  not  be  distinguished  either  at 
ihe  operaiion  or  subsequently.    The  right  Fallopian  tube  contained  pnt. 
Both  Ihe  tight  ovarian  cyst  and  the  right  Fallopian  lube  were  very  J 
eileniively  adhcrenl  in  the  pelvis.     The  attncbmenls  were  ullimatc^J 
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sepjiraled,  during  which  both  the  cyst  and  tube  burst,  and  the  pedicle 
was  transHxed  and  lied  with  silk  as  usual.  The  swelling  to  Ihe  lef 
iidc,  which  Tiad  been  tbe  more  conspicuous  one  before  the  opeiation 
consisted  of  the  left  Fallopian  tube  thickened  to  the  siie  of  the  thumb, 
intimately  adherent  10  the  left  ovary,  which  had  become  cystic  and 
reached  the  siie  of  an   ordinary  orange.     The  Fallopian   tube  v/ts  1 

intimately  adherent  to  the  ovarian  cyst,  and  they  both  contained  pus,        ■ 
which  escaped  during  the  separation  of  the  adhesions  in  tbe  pelvis,         I 
which,  as  on  the  other  side,  were  eiktremely  extensive  and  firm,     A         1 
fairly  satisfactory  pedicle  was  ultimately  established  on   Ihe  left  side 
and  tied.      The  left  appendages  were  then  removed.     The  peritoneum 
was  washed  out  with  hot  saline  solution,  and  a  long  strip  of  iodofornt 
gauze,  a  yard  or  more,  in  one  continuous  piece,  was  packed  into  the 
pelvis,  one   inch  of  the   gauie   being   left    projecting   at  the    lower 
angle  of  the  wound.      The  rest  of  the  wound  v/as  closed  in  the  usual 
way,  and  the  patient  put  back  to  bed.      During  the  first  two  days  after  q 
the  operation  she  appeared  to  be  in  a  very  critical  state.  Ihe  pulse  being 
exceedingly  weak,  although  not  excessively  rapid;  112  to  IM  indi-  S 
cated  Ihe  range  of  frequency.      Several  hypodermic  injections  of  strych-       ? 
nine  were  given,  which  improved  Ihe  pulse  considerably.      She  was  fed    ^ 
by  nutrient  enemata.     On  the  l6th  there  was  a  decided  improvement    ij 
in  the  pulse,  and  ihe  improvement  was  maintained  on  the  17th,  when    =? 
the  iodoform  gauic  was  removed.      1  felt  pretty  certain  on  Ihat  day  that,     Ti 
apart  from  accidents,  the  case  was  going  to  do  well.    A  small  piece  of    ■—^ 
gauie  was  passed  down  for  some  two  or  three  inches,  just  to  keep  the     pi* 
cavity  from  which  the  gauze  plug  had  been  removed  properly  drained.      CO 
There  is  very  little  more  to  say  about  the  case.     The  highest  lem-      yj 
perature  from  the  14th  to  tbe  36th  was  100°,  after  which  it  was  normal, 
and  she  ultimately  made  a  very  satisfactory  recovery.  "-■ 

The  following  case  was  one  of  uterine  fibroitd,  complicated 
by  a  stnall  suppurating  ovarian  cyst  on  the  left  side.     The 
uteritie  appendages  were  removed  on  both  sides,  but  the        I 
fibroid  was  left :—  I 


:,  age  37,  was  admitted 
luary  ilth,  1897,  at  the 


A.  L.,  a  single  woman,  employed  as  a  flori. 
into  the  London  Hospital  under  my  tare  on  J« 
request  of  Dr.  Deaoc,  of  Leytonstone. 

Prcfimii  history. — She  has  always   enjoyed  good  health  until  the 
present  trouble  began  about  a  month  ago, 
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MenslrualioH. — She  b^;nn  to  raecslruate  al  fouilccn,  and  \a&  been 
regular  ever?  four  weeks  till  the  beginning  of  the  present  iUness.  She 
had  very  little  pain  at  the  periods,  and  the  quantity  lost  at  each  period 
has  been  moderate  up  till  two  years  ago,  since  which  time  up  till 
November  1896  it  has  been  relatively  excessive.  Sbce  then  there  has 
been  a  more  or  less  constant  satiious  discharge. 

PrrsenI  iltntss. — The  present  trouble  began  about  November  1396, 
when  she  noticed  a  swelling  of  both  legs,  principally  the  left,  and 
aching  of  the  l^s.  Both  these  conditions  were  relieved  by  lying 
down.  During  the  same  lime  she  has  complained  of  pain  in  the  lower 
part  of  the  abdomen— chiefly  on  the  left  side — of  aduU  aching  charMler, 
somewhat  relieved  by  lying  down.  This  pain  has  been  in  the  left  iliac 
region,  never  above  the  ombilicus.  She  has  also  complained  since  the 
beginning  of  the  illness  of  night  sweats.  She  was  apparently  quite 
well  till  about  Christmas,  1895,  and,  except  (or  a  feeling  of  general 
malaise,  she  noticed  nothing  particularly  wrong  until  about  November 
1896,  when  the  legs  began  to  swell,  as  already  mentioned.  The  catft- 
menia  were  quite  regular  up  till  November  l8g6,  every  four  weeks,  bi 
since  then  she  has  been  losing  blood  on  and  off. 

Stale  <m  admission,  January  I  iM,   1897.— The  patient  is   sallow*  ^ 
looking,  somewhat  anicmic  and  Oaa,  witb  no  indication  of  anything 
wrong  with  the  heart  aod  lungs.    The  nrine  was  normal. 

Abdeminal  eiaminalion. — A  swelling  is  fett  in  the  hypt^astric  and 
left  iliac  regions,  reaching  up  about  half-way  between  the  umbjlimt 
and  pubes,  and  reaching  outwards  on  the  left  side  within  two  inches 
of  the  anterior  superior  iliac  spine.  The  surface  of  Ihe  swelling  it 
somewhat  irr^ular.  The  swelling  extends  very  slightly  also  to  the 
r^ht  of  the  middle  line. 

I'aginal  ixamiiialitm. — The  nympkE  ore  large  and  pendulous.  On 
bimanual  examination  the  swelling  in  the  middle  line  is  apparently 
the  body  of  the  uterus  considerably  enlarged,  and  a  good  deal  leu 
movable  than  it  should  be.  There  is  also  a  swelling  in  the  left  posterior 
quarter  of  the  pelvis,  which  su^ests  the  presence  of  inflammatory 
mischief  affecting  the  lelt  uterine  appendages.  This  dwelling  is  more 
or  less  fixed.  The  right  blerai  fomijt  appears  normal.  TYie  sound 
passes  with  some  difficulty  3{[  inches. 

The  diagnosis  made  was  uterine  fibroid,  with  inflainmatory  mischtd' J 
of  the  left  uterine  appendages,  probably  purulent. 

Tlie  patient  was   in  the  hospital  for  twenty-four  day*  before  tUl 
operation.    During  that  lime  she  had  ■  feveriih  attack  lasting  al 
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live  dajrs,  the  temperature  reaching  101°.  She  was  caiefulty  examined 
again  on  Febniaiy  1st,  1S97,  when  the  physical  signs  were  just  the 
same  as  ihosc  already  noted. 

Operation,  Ftbruary  4/A,  1897.— The  patient  was  anicstheliacd  with 
the  A.C.E.  miiluie.  The  alidomen  was  opened  in  the  usual  way. 
It  WBS  then  found  ihal  there  was  a  large  libroid  tumour  of  the  uterus, 
and  also  a  tumour  outside  the  uterus  in  tile  region  of  the  left  uterine  1 
appenilagcs.  On  further  ciaminntion  this  swelling  was  found  to  be 
composed  of  an  ovarian  cyst  the  size  of  a  large  orange,  and  the  left 
Fallopian  tube,  which  was  enlarged  so  as  to  be  as  thick  as  the  thumb.  ■ 
No  sign  of  the  fimbriated  end  of  the  tube  could  be  seen,  the  tube  limply 
ending  on  the  cyst.  The  ovarian  cyst  was  intimately  adherent  for  an 
inch  or  more  to  the  sigmoid  flexure,  and  ibere  were  also  adhesions 
between  the  cyst  and  the  pelvic  wall.  During  the  separation  of  these 
deep  adhesions  the  cyst  burst,  and  its  conlenla,  which  were  purulent, 
escaped,  some  of  the  pus  going  into  the  peritoneum.  The  ovariAi  cyst 
and  the  dilated  tube  on  the  left  side  were  ultimately  freed  and  drawn 
up  out  of  the  wound,  the  pedicle  translixed  and  lied  with  two  inter- 
locking ligatures,  and  a  single  silk  suture  lied  round  the  whole  pedicle. 
The  cyst  and  dilated  tube  were  then  removed.  The  tight  uterine 
appendices  were  healthy,  but  they  were  removed  in  a  simitar  manner, 
with  a  view  of  influencing  the  fibroid  tumour  of  the  uterus.  (The 
patient  had  given  her  consent  to  allow  either  the  removal  of  the  uterus 
with  the  fibroid  tumour,  or  the  removal  of  the  uterine  appendages, 
whichever  should  seem  in  the  course  of  the  operation  to  be  the  mote 
desirable.)  The  peritoneal  cavity  was  then  washed  out  with  warm 
salt  solution,  and  an  iodoform  gauze  drain  was  packed  into  Douglas's 
pouch,  one  end  u(  it  being  left  out  at  the  lower  end  of  the  incision. 
The  rest  of  the  wound  was  then  closed  in  the  usual  way.  The  game 
was  removed  on  the  fourth  day  aftet  the  opciation,  and  the  patient 
mode  an  uneventful  recovery,  leaving  the  hospital  on  March  6lh,  1S97. 
Her  temperature  after  the  operation  never  exceeded  lOO'S".  It  remained 
in  the  neighbourhood  of  too"  to  about  the  end  of  the  fourth  day,  after 
which  it  was  practically  normal. 

I  have  seen  her  several  times  since  she  left  the  hospital.    There  has 
been  no  return  of  the  menstrual  periods,  and  she  has  been  free  from 
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Pelvic  Inflammation  (Pelvic  Peritonitis,  Pelvic 
Cellulitis). 

The  expression  "  pelvic  inflammation  "  includes  pelvic  peri- 
tonitis and  pelvic  cellulitis  ;  for  though  in  a  particular  case 
we  are  usually  able  to  say  it  is  a  case  of  pelvic  peritonitis, 
or  a  case  of  pelvic  cellulitis,  according  to  circumstances, 
they  are  usually  present  together,  the  one,  however,  pre- 
dominating over  the  other,  and  giving  its  name  to  the  case. 
Pelvic  peritonitis  is  also,  known  &s  perinietrilis,  and  pelvic 
cellulitis  as  parametritis. 

Pelvic  Peritonitis — Perimetritis. 

Etiology.— Cases   of  pelvic    peritonitis   can   always   be 
placed  in  one  of  the  following  groups: — 
1.  Cases  starting  from  labour  and  abortion. 
3.  Cases  arising  in  connection  with  menstruation. 

3.  Cases  following  gonorrluxa. 

4.  Cases  due  to  traumatic  tauses,  the  injury  permitting  the 
entry  of  septic  matter,  e.g.,  rough  use  of  the  sound,  etc. 

S-  There  remain  some  cases  of  pelvic  peritonitis  which 
do  not  belong  to  any  of  the  above  groups ;  such  are  :— 
Cases  of  pehic  peritonitii  arising  in  connection  with : — 

a.  Ovarian  tumours. 

b.  Fibroid  tumours. 

c.  Malignant  disease  and  tubercle. 


It  will  be  seen  that  the  etiology  of  pelvic  pecttoniiis,  as 
regards  the  first  four  groups  of  cases,  is  identical  with  the 
etiolof;y  of  corporeal  endometritis;  and  indeed,  in  these 
four  groups,  with  the  doubtful  exception  of  the  cases  arising 
in  connection  with  menstruation,  there  is  no  doubt  that  the 
pelvic  peritonitis  arises  by  extension  of  the  inflammation 
from  the  body  of  the  uterus  along  the  tubes  to  the  peri- 
toneum, the  sequence  being  corporeal  endometritis — 
salpingitis — pelvic  peritonitis. 

As  regards  the  group  of  cases  arising  in  connec- 
tion with  menstmation.— In  these,  pelvic  peritonitis  may 
arise  either  ;■ — 

(d)  By  extension  from  the  endometrium,  exposure  to  cold 
having  set  up  corporeal  endometritis  ;  or 

{6)  Simultaneously  with  corpoTca!  endometritis. 

It  should  be  remembered  that  at  the  menstrual  periods 
the  whole  of  the  pelvic  viscera  are  intensely  congested 
physiologically,  and  it  is  easy  to  see  how  exposure  to  cold 
may  in  such  a  case  cause  a  general  pelvic  peritonitis,  and 
at  the  same  time  an  inflammation  of  the  whole  mucous 
tract  of  the  genital  organs,  i.e.,  salpingitis,  corporeal  endo- 
metritis, cervical  endometritis,  vaginitis, 

(c)  There  is  another  way  in  which  to  account  for  pelvic 
peritonitis  occurring  during  menstruation.  There  may  be 
an  escape  of  a  small  quantity  of  blood  into  the  pelvic  peri- 
toneum, either  regurgitating  from  the  uterus  along  the 
Fallopian  tubes,  or  coming  from  the  ovary,  when  the 
Graaflan  follicles  rupture,  and  this  WQI  set  up  pelvic 
peritonitis. 

Of  course,  when  the  quantity  of  blood  in  such  cases  ia 
considerable,  we  have  what  is  known  as  /eAf/V  kamatoale, 
the  symptoms  and  signs  of  which  are  well  defined.  But 
when  the  quantity  of  blood  escaping  into  the  peritoneum  is 
small,  the  characteristic  symptoms  of  hsetnatocele,  on  which 
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we  chiefly  depend  for  diagnosing  it,  will  be  absent,  but  yet 
the  quantity  of  blood  may  Ik  quite  sufficient  to  set  up  pelvic 
peritonitis.  This  is  probably  the  way  to  explain  cases 
arising  during  menstruation,  when  there  has  been  no 
exposure  to  cold,  or  other  discoverable  cause. 

Morbid  anatomy.— Pelvic  peritonitis  may  be  either  :^ — 
I.  SimpU. — Here  the   peritoneum   is  injected,  and  the 
surface   has  lost    is  lustre,   but  there    is    no  perceptible 
exudation  of  lymph  upon  it. 

3.  Adhesive. — Here  there  is  a  layer  of  lymph  exuded  on 
the  surface  of  the  inflamed  peritoneum.  Such  a  layer  is 
commonly  as  thick  as  a  piece  of  thickish  blotting  paper. 

3.  Serous. — This  is  similar  to  the  last  variety,  except 
that  the  lymph-covered  surfaces  are  separated  by  serous 
fluid  to  a  variable  extent. 

4.  Purulent. — In  this  variety  the  fluid  separating  ihe 
inflamed  peritoneal  surfaces  is  pus. 

In  serous  perimetritis  and  purulent  perimetritis,  the  fluid 
is  encysted,  its  boundaries  being  formed  partly  perhaps  by 
some  natural  boundary,  e.g.,  Douglas's  pouch,  and  else- 
where by  adhesive  peritonitis  between  the  neighbouring 
coils  of  intestine  and  other  adjacent  organs,  shutting  off 
the  fluid  from  the  general  peritoneal  cavity. 

It  should  be  noticed  that  a  pelvic  abscess  may  be  due 
to  a  perimetritis  as  well  as  to  a  parametritis  (pelvic  cellulitis). 
Probably  such  abscesses  due  to  perimetritis  are  really  either 
actually  examples  of  pyosalpinx,  or  are  collections  of  pus 
(localised  by  adhesions  between  adjoining  viscera)  that  have 
been  caused  by  a  small  escape  of  pus  from  a  minute  rupture 
of  a  pyosalpinx, 

Symptoms. — In  amte  cases  there  is  pain  across  the 
lower  part  of  the  abdomen,  vomiting,  and  the  ordinary 
symptoms  of  fever,  anorexia,  thirst,  headache,  and  so  on ; 
there  may  be  rigors;   frequent  desire  to  pass  water,  and 
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pain  in  passing  it,  are  common  symptoms,  and  there  may 
be  pain  on  defecation. 

In  chronic  cases  the  prominent  symptom  is  pain  across 
the  lower  part  of  the  abdomen,  either  right  ; 
abdomen,  or  more  or  less  localised  in  one  or  other  iliac 
region,  and  backache.  Dysmenorrhcea  is  common  in  such 
cases,  and  there  may  be  sterility. 

There  is  usually  disturbance  of  the  regular  course  of 
menstruation,  either  in  the  direction  of  amenorrhoea,  or 
of  menorrhagia. 

Dyspareunia  is  often  present  in  the  chronic  form,  such 
as  produces  adhesions.  In  cases  arising  in  connection  with 
ovarian  tumours,  there  is  sometimes  no  pain. 

Signs, — //)  acuU  cases. 

Genera/. — There   is  rapidity  of  the  pulse,  and  a  [ 
temperature.    The  patient  lies  on  her  back  with  her  legs 
drawn  up. 

Zocal. — TAe  nbdonien  is  more  or  less  distended,  and  is 
very  tender  on  palpation;  owing  to  the  rigidity  of  the 
muscles,  we  may  not  be  able  to  make  much  out  by  ab- 
dominal examination.  In  other  cases,  as  soon  as  sufficient 
time  has  elapsed  to  allow  of  adhesions  taking  place  (say 
forty-eight  hours),  we  may  feel  a  lump,  perhaps  reaching  up 
to  the  umbilicus  or  higher;  such  a  lump  is  fixed,  hard, 
tender,  and  may  be  more  or  less  resonant.  It  is  formed  by 
matting  together  of  the  intestines  by  adhesive  peritonitis. 

Vtiginal  examination.— Duiing  the  first  few  hours  of 
the  attack  we  only  find  great  tenderness  on  examination, 
and  that  the  vagina  is  hot;  perhaps  an  indistinct  fulness 
in  the  posterior  fornix  may  also  be  detected  at  this  stage. 

Later,  say  after  forty-eight  hours,  when  the  exudation 
has  had  time  to  coagulate,  and  the  adjacent  parts  have 
become  fixed  by  adhesive  peritonitis,  the  physical  s 
typical  cases  are  either  ; — 
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I.  The  ulerus  is  fixed,  and  occupies  tlie  centfe  of  ibe  1 
pelvis  ;  all  round  it  we  fei;l  hardness,  so  that,  to  quote  I 
usual  simile,  it  feels  as  if  plaster  of  Paris  had  been  pouied- J 
into  the  pelvis,  and  had  set. 

3.  In  another  equally  characteristic  condition,  we  findtJ 
as  liefore,  the  ulerus  fixed,  but  pushed  forward,  so  as  tal 


Fig.  1 17.— Successive  aeeumuUtions  of  lymph  in  DouglAs'e  pooch  It 
pelvic  peritonitis,  shown  in  section  (T^orbum). 


lie  close  to  the  pubes  ;  as  before,  there  is  hardness  i 
round,  but  behind,  the  hardness  takes  the  form  of  i 
definite  lump,  which  has  pushed  the  uterus  forwards. 

This  lump  is  formed  by  accumulation  of  the  exudatioi 
while  still  fluid  in  Douglas's  pouch,  owing  to  the  action  ( 
gravity  {Fig.  117). 

In  chronic  casea. — One  of  the   most   constant  physl-" 
cal  signs  is  lessened  mohility  of  the  ulerus ',    considerable 
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experie'nceis  necessary  tosayivhen  the  uterus  is  less  movable 
than  it  ought  to  be. 

It  is  observed  by  endeavouring  to  tilt  the  uterus  as  a 
whole  upwards,  and  noticing  whether  it  moves  as  much, 
and  as  easily,  as  it  does  when  the  parts  are  healthy. 

More  or  Uss  thickening  may  fie  felt  at  some  parts  of  the 
vaginal  roof  either  behind,  or  in  the  right  or  left  posterior 
quarter  of  the  pelvis.  It  has  already  been  mentioned,  in 
the  account  of  diseases  of  the  Fallopian  tubes,  that,  judging 
both  from  post-mortem  room  experience,  and  the  ex- 
perience of  abdominal  operators,  such  "thickenings"  arc 
in  many  cases  composed  of  a  mote  or  less  dilated  Fal- 
lopian tube  malted  by  adhesions  to  the  ovary,  uterus,  and 
parts  around.  This  probability  is  increased  if  the  thicken- 
ing is  felt  in  one  or  other  posterior  quarter  of  the  pelvis,  and 
is  still  greater  if  it  occurs  in  Iroth  posterior  quarters. 

Course. 

It  is  said  that  the  inflammatory  products  may  be  entirely 
absorbed,  and  no  doubt  this  is  true  of  the  greater  portion 
of  such  products  in  each  case;  but  judging  from  the 
frequency  with  which  adhesions  are  met  with  in  the  post- 
mortem room  and  during  operations,  between  the  various 
parts  of  the  pelvic  viscera,  it  is  difficult  to  believe  that  the 
inflammatory  products,  once  the  adhesion  stage  has  been 
reached,  are  ever  so  entirely  absorbed  as  to  leave  no  trace 
whatever  in  the  form  of  adhesions. 

When  the  fimbriated  extremities  of  the  Fallopian  tubes 
are  closed  by  adhesive  peritonitis,  we  have  necessarily  an 
absolute  sterility  ;  and  we  have  the  condition  estabhshed 
for  dilatation  of  the  tubes  to  occur,  according  as  the  secretion 
in  the  tube  can  escape  easily  through  the  uterine  end  of  the 
tube  or  not. 
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In  the  chapter  on  dysmenorrhcca  it  has  been  auggeste4l 
how  the  persistent  adhesions  after  an  attack  of  pelvic  peri-*C 
tonitis  may  cause  painful  menstruation. 

If  the  inflammation  goes   on  to  suppuration,  we  have 
a  pelvic  abscess,  the  contents  of  which  may  occasioi 
l>e_  absorbed ;   much  more  frequently,  the  abscess  burstsi 
either  externally,  or  into  the  vagina,  bladder,  or  bowel. 

Prognosis. 

Pelvic  peritonitis  usually  ends  in  convalescence ;  but  - 
from  what  has  been  said,  it  is  clear  that  the  patient  wDl  i 
be  unusually  fortunate  if  she  escape  some  of  the  commoal 
sequelae  of  pelvic  peritonitis — thronU  pelvic  pain,  dysmenor^\ 
rh<ra,  dyspareiinia,  and  sterility.  Further,  relapses  are 
common  ;  particularly  from  imprudence  during  menstrua- 
tion, over-exertion,  exposure  to  cold,  and  so  on 

Certain  cases  following  labour  illustrate  the  tendency  of 
the  inflammation  to  be  lighted  up  again  by  slight  causes. 
It  is  not  uncommon  to  see  a  case  where,  after  labour, 
nothing  of  sufficient  importance  occurred  to  attract  at- 
tention till  the  patient  got  up,  probably  about  the  tenth 
day,  and  that  then  well-marked  symptoms  and  signs  of 
pelvic  peritonitis  developed.  The  explanation  of  such 
cases  Is  probably  that  a  slight  pelvic  peritonitis  really 
existed  from  the  first,  but  so  long  as  the  patient  remained 
at  rest  in  bed  the  symptoms  were  ill-matlted,  pain  perhaps 
bfing  absent,  or  being  taken  for  after-pains,  ^Vhen  she 
got  up,  the  tendency  to  congestion  accompanying  the 
upright  position,  and  the  exertion,  caused  ihc  pelvic  peri- 
tonitis to  become  more  severe,  and  to  be  accompanied 
by  definite  symptoms.  When  the  inflammation  becomes 
general — when  general  peritonitis  results  from  pelvic  pcri- 
lonitis — the  prognosis  is  very  grave. 
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Diagnosis. 


In  acute  cases. — The  chief  conditions  from  which  pelvic 
peritonitis  has  to  be  distinguished  are  : — 
Pelvic  celluHtis, 
Pelvic  hematocele. 
Extra-utetine  fcetation. 

In  al!  these  cases  there  is  pelvic  peritonitis  as  a  minor 
complication,  but  there  are  usually  sufficient  grounds  for 
enabling  us  to  decide  which  is  the  most  important  condition 
present. 

Pelvic  cellulitia.— As  regards  etiology,  this  more  often 
follows  wounds  of  ihe  cervix,  by  laceration  during  labour, 
or  in  gynecological  operations. 

Symptoms. — Pain,  nausea,  and  vomiting  are  less  marked. 
The  patient  lies  with  only  one  leg  drawn  up. 

Physical  signs. — In  pelvic  cellulitis  there  is  usually  a 
lump  at  one  side  of  the  uterus  pushing  it  to  the  opposite 
side.  The  finger  feels,  on  the  unaffected  side,  the  normal 
arching  of  the  lateral  fornix,  while  on  the  affected  side  it 
comes  on  a  mass  bulging  downwards,  and  so  producing  a 
convexity  in  the  lateral  fornix,  instead  of  the  normal  con- 
cavity. Thus  ihe  vaginal  portion  of  the  cervix  appears 
shortened  on  the  affected  side.  The  uterus  and  tumour 
formed  by  the  exudation  are  less  absolutely  fixed  than  in 
typical  cases  of  pelvic  peritonitis. 

Pelvic  haematocele.— The  history  here  is  the  chief 
point — sudden  onset — sudden  pain  in  the  pelvis,  with  a 
sense  of  nausea,  faintness,  and  perhaps  vomiting.  Such 
conditions  are  particularly  significant  if  they  happen  when, 
a  menstrual  period  having  been  a  week  or  so  overdue, 
metrorrhagia  occurs. 

Physical  signs. — In  intra-peritoneal  pelvic  hematocele,  ihe 
me  we  are  now  considering,  the  lump  in  Douglas's  pouch 
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is,  as  a  rule,  much  larger  than  that  formed  in  simple  pelvic  i 
peritonitis,  and  the  uterus  is  pushed  farther  forwards. 

Extra-uterins  ftstation. — Many  cases  of  extra-uterine 
fcetation  have  in  their  earlier  progress  been  mistaken  for 
pelvic  peritonitis.     The  history  is  such  rases  usually  helps    . 
us^the  patient  has  probably  gone  two  or  three  weeks  over  i 
her  proper  time  without  being  poorly,  and  then  comes  on  1 
bleeding    again — a    decidual    cast   of  the    uterus    may   be   * 
passed.     A  tumour,  formed  by  the  sac  of  an  extra-uterine 
fcetation,  is  before  rupture  usually  more  to  the  righl,  or 
left,  of  the  middle  line,  than  the  lumps  formed  by  pelvic 
peritonitis.  J 

Treatment.  ^ 

Preventive  treatment.— A  consideration  of  the  etiology 
will  suggest  many  precautions  for  guarding  against  pelvic 
peritonitis. 

As  regards  la/'our  and  ahorlinn,  the  utmost  care  should  J 
be  taken  to  avoid  introducing  septic  matter  on  the  e: 
ing  finger ;  the  nails  should  lie  kepi  short,  the  greatest  care  I 
should  be  taken  to  cleanse  them  thoroughly  with  a  nait*\ 
brush  before  making  a  vaginal  examination  ;  a  knife  should?1 
never  be  used  for  this  purpose,  as  one  constantly  sees  done.  1 
The  point  of  the  knife  merely  produces  a  naked-eye  appear-  i 
ance  of  cleanliness,  and  is  utterly  useless  for  producing  Ihe  j 
absolute  cleanliness  which  is  alone  efficient.    The  use  of  a  j 
knife  in  this  way  deepens  the  space  under  the  nail,  and 
increases  its  capacity  of  collecting  dirty  material,  while  it 
can  only  remove  the  more  obvious  portion  of  such  material. 
It  may  seem  unnecessary  to  dwell  upon  this  apparently 
small  matter,  but  it  is  in  reality  one  of  great  importance. 
A  reliable  method  for  rendering  the  hands  aseptic  has  been   ■ 
already  described  (p.  43).     Again,  over-frequent  examina-J 
tions  during  labour  should  be  avoided.     When  possible,  i 
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antiseptic   vaginal   douche   should  be  given  before  labour 
and  after  delivery. 

Acute  vaginitis,  g^norrhaal  or  other,  should  be  cured  as 
soor]  as  possible.  In  using  injections  for  vaginitis  care 
should  be  taken  to  see  that  there  is  a  free  return  for  the 
fluid  used.  I  think  the  hydrostatic  douche  a  much  safer 
apparatus  than  Higginson's  syringe.  1  have  seen  three 
cases  where  a  rigor,  and  a  sudden  high  temperature,  with 
pain  across  the  lower  part  of  the  abdomen,  followed  soon 
after  the  use  of  a  Higginson's  syringe  in  vaginitis  ;  it  seems 
at  least  possible  that  some  small  quantity  of  the  injection 
mixed  with  some  of  the  secretion  in  the  vagina  may  have 
passed  into  the  peritoneum  along  the  Fallopian  tubes. 
There  is  obviously  much  greater  danger  of  this  accident 
happening  if  an  intra-uterine  injection  is  being  given;  a 
tube  with  a  double  channel  attached  should  always  be  used 
in  such  cases,  and  the  hydrostatic  douche  apiiaratus,  not 
Higginson's  syringe.  Some  air  always  gets  in  when  douches 
are  given  with  the  latter.  This  can  be  shown  by  using  a 
glass  vaginal  pipe  fitted  on  to  a  Higginson's  syringe; 
during  the  "  diastole  "  of  the  bulb,  air  will  be  seen  in  the 
upper  inch  of  the  glass  tube. 

As  regards  all  intra-udrinc  operatltms,  passing  the  sound, 
dilating  the  cervix,  scraping  the  endometrium,  etc.,  all  pos- 
sible antiseptic  precautions  should  be  taken. 

Treatment  in  acute  cases. — The  patient  must  be  kept 
at  perfect  rest  in  bed,  and  the  treatment  must  be  chiefly 
symptomatic.  If  there  is  vomiting;,  the  patient  should  have 
small  pieces  of  ice  to  suck ;  bismuth  and  hydrocyanic  acid 
may  Ije  prescribed.  Vomiting  is  often  best  relieved  by 
giving  small  quantities  of  weak  brandy  and  soda-water  iced, 
or  small  quantities  of  iced  champagne. 

Pain. — If  the  patient  can  bear  to  lose  a  little  blood,  half 
a  dozen  leeches  applied  to   the  hypogastrium  will   often 
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relieve  it ;  otherwise,  small  quantities  of  morphia  t 
mically  (\  grain),  and  hot  fomenUtions  to  the  abdomen, 
should  be  ordered. 

Diet — Beef-tea,  milk  and  soda-water,  toast-water,  should 
be  given  if  they  can  be  retained ;  if  not,  nutrient  enemata 
should  be  tried  till  ihe  vomiting  subsides.     Brandy  is  often  i 
necessary,  and  the  state  of  the  pulse  will  be  a  guide  as  to  I 
the  quantity  j  it  may  be  given  either  by  the  mouth,  or  in  J 
the  nutrient  enema. 

Tie  temperature. — Quinine  in  powders  stirred  up  with  a  J 
drachm  of  milk  should  be  given,  e.g-^  gr.  iij.,  three  times  I 
a  day.  Sometimes  an  ice-bag  to  the  head  is  useful  in  | 
reducing  the  temperature. 

Surgical  treatment.— There  are  some  cases  where  pro-  I 
bably  the  best  thing  to  do  is  to  open  the  abdomen,  and  | 
wash  out  the  peritoneal  cavity.  It  is  impossible  to  say 
precisely  in  what  cases  this  would  be  right.  There  are 
some,  however,  where  there  should  be  no  hesitation  in 
adopting  it,  e.g.,  if  a  patient  is  known  to  be  the  subject  of 
an  ovarian  tumour,  or  if  there  is  considerable  probability 
that  she  has  dilatation  of  the  Fallopian  tubes;  and  if  in 
either  case  sudden  symptoms  of  acute  peritonitis  arise,  there 
should  be  no  hesitation  in  opening  the  abdomen. 

It  is  rather  in  cases  following  labour  or  abortion  that  | 
difficulty  arises.     Probably  some  cases  of  puerperal  peri- 
toniris  that  die  might  have  been  saved    by   opening   the   I 
abdomen  ;  on  the  other  hand,  many  apparently  very  severe 
cases  recover.     At  present  we  have  not  sufficient  data  to  i 
enable  us  to  lay  down  any  rule.     Each  case  must  be  judged 
on  its  own  merits.     It  is  well,  however,  to  remember  that  I 
the   risk   of  an  exploratory  incision,    performed    by  some    | 
one  experienced  in  abdominal  surgery,  is  not  in  itself  great ;   i 
and  in   the  cases  of  puerperal  peritonitis  that   would    be    ' 
benefited,  probably  nothing  more  than  opening  the  peritoneal 
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cavity,  washing  it  out,  and  draining  it  would  be  necessary. 
Treatment  of  this  kind  has  proved  very  beneficial  in  some 
cases  of  tubercular  peritonitis  where  laparotomy  has  been 
performed,  the  fluid  let  out,  and  the  wound  closed  without 
drainage.  In  America  several  cases  have  been  recorded 
where  abdominal  hysterectomy  has  been  performed  during 
the  puerperium  for  septic  mischief,  but  the  results  are  not 
very  encouraging. 

Treatment  In  chronic  cases.—Here  the  pain  and 
dysmenorrhcea  are  the  chief  symptoms  requiring  treatment. 
For  the  pain,  blistering  over  the  seat  of  the  pain  produces 
improvement,  usually,  however,  only  of  a  temporary  char- 
acter. Painting  with  iodine  paint  {Tr.  iodi,  Lin.  iodi,  aa 
partes  ^quales)  is  useful  in  a  similar  way.  Hot  vaginal 
douches,  the  douche  being  as  hot  as  the  patient  can  bear 
it,  usually  about  iio°  F.,  are  also  useful.  The  use  of  the 
glycerine  plug  every  night  may  be  recommended.*  In  a 
lai^e  number  of  cases,  however,  improvement  is  only  tem- 
porary, and  the  symptoms  return.  In  some  of  these  cases, 
where  the  symptoms  and  physical  signs  point  probably 
to  disease  of  the  Fallopian  tubes,  it  becomes  a  question 
whether  removal  of  the  uterine  appendages  (ovaries  and 
Fallopian  tubes,  which  in  such  cases  are  usually  more  or 
less  adherent  to  one  another)  may  not  be  the  right  treat- 
ment. This  has  been  discussed  in  the  chapter  on  "Dis- 
eases of  the  Fallopian  Tubes." 

Pelvic  Cellulitis — Parametritis. 
Etiology. — Injury,  especially  to  the  cervix,  but  also  to 

the  vagina  and  perineum,  is  the  fundamental  antecedent  to 
*  A  glycerine  plug  ia  simply  a  piece  o(  absoibciil  collon-wool  the 
siie  of  a  walnut,  with  a  string  four  or  five  inches  long  tied  round  it. 
The  plug  is  dipped  in  glycerine,  squeezed  lathet  dry,  sod  passed  ii 
the  upper  part  of  the  vagina. 
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pelvic  cellulitis.  Septic  matter  gains  an  entrance  at  the 
point  of  injury,  and  inJkmmation  is  set  up  in  the  co 
tive  tissue ;  the  connective  tissue  of  the  pelvis  is  primarily 
affected,  thou^^h  by  extension  the  inflammation  may  spread 
to  connective  tissue  far  away  from  the  pelvis,  t.g.,  behind 
the  kidney.  I 

The   injuries   referred   to   are  usually   produced  during  1 
labiiur  or  abortion  ;  laceration  of  the  cervix  being  the  most 
important.     It  is  not  the  laceration  in  itself  that  causes  the 
cellulitis,  but  the  laceration,  inasmuch  as  it  admits  septic 
matter,  which  sets  up  the  inflammation. 

Wounds  of  the  cervix  during  operations  are  a  frequent  1 
cause  of  pelvic  cellulitis,  unless  the  operations  are  done  | 
with  every  antiseptic  precaution.  For  instance,  in  per- 
forming the  supra-vaginal  amputation  of  the  cervix,  where 
the  connective  tissue  at  the  sides  of  the  cervix  is  opened  up 
in  a  most  extensive  manner,  provided  the  operation  is  done 
antiseptically,  no  pelvic  cellulitis  follows.  In  thirty  cases 
of  my  own  where  this  operation  was  done  no  cellulitis 
followed.  In  a  case  of  fibroid  polypus  too  big  to  remove 
through  the  os,  where  I  incised  the  cervix  posteriorly  with 
the  cautery,  a  phlegmon  of  the  right  broad  ligament  fol- 
lowed ;  I  think,  because  the  slough  caused  by  the  cautery 
could  not  be  kept  aseptic.  Parametritis  is  very  similar 
to  whitlow.  Clean  punctures  and  cuts  on  the  fingers  heal  I 
without  any  cellulitis ;  but  if  dirt  ((>.,  septic  matter)  gets  I 
into  them,  whitlow  will  probably  be  the  resulL 

Morbid  ajiatoiny, — There  arc  three  varieties  of  pelvic  I 
cellulitis ;  that  is,  three  conditions  in  which  we  may  see  it  in  I 
the  post-mortem  room. 

These  are : — 
I.  Phlegmon, 
a.  Abscess. 
3.  Gangrene. 
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I.  Phlegmon. — When  the' exudation  has  not  passed  into 
the  stage  of  suppuration,  it  is  called  phlegmon. 

It  is  exceedingly  rate  to  have  an  opportunity  of  seeing 
parametritis  in  the  stage- of  phlegmon  in  the  post-mortem 
room ;  cases  of  parametric  phlegmon  are  common  enough, 
but  either  the  patients  recover,  or  if  they  di«,  the  cellulitis 
has  usually  by  that  time  passed  from  the  stage  of  phlegmon 
to  that  of  abscess.  The  following  is  an  account  of  a  case, 
and  a  description  of  a  specimen  of  a  parametric  phlegmon, 
which  I  had  an  opportunity  of  examining  post-mortem. 


Post-mortem  Appearances  t 

Broad  Ligament. 

S.  H.,  aged  39,  wiu  aiimilted  to  the  Loiuton  Hospital  a  few  dajrs 
aftei  licr  confinement,  suDering  froro  mania  and  parametritis. 

The  physical  signs  of  parametritis  were  well  marked,  there  being  a 
well-defined  lump  in  the  situatioa  oF  the  right  broad  ligament,  dis- 
placing the  utems  to  the  opposite  side.  The  patient  had  also  a  good 
deal  of  bronchitis,  and  I  think  her  death,  which  occurred  on  the  tenth 
day  alter  delivery,  was  chiefly  due  to  the  bronchitis. 

On  post-monem  eitamination,  the  layers  of  peritoneum  forming 
the  right  broad  ligament  were  found  to  l>e  separated  by  eiadation 
between  them,  so  that  from  before  back  the  broad  ligament  from 
peritoneal  surface  to  peritoneal  surface  measured  one  inch  and  a  half. 
The  separation  of  the  layers  of  peritoneum  forming  the  right  broad 
ligament  began  at  the  lower  bordei  of  the  Fallopian  tube,  and  ex- 
tended downwards  as  far  as  the  broad  ligament  extends.  Externally 
the  separation  by  exudation  extended  to  the  pelvic  walL  The  Fallopian 
tube  was,  as  it  were,  stretched  over  the  convex  upper  surface  of  the 
swelling  formed  by  the  exudation  between  the  layers  of  the  broad 
ligament. 

On  cutting  into  the  swelling,  the  cut  surface  had  an  appearance  like 
that  of  a  somewhat  coarse  sponge,  there  being  seen  holes  of  v 
dies  separated  from  one  another  by  solid  II 

The  cavities  referred  to  were  filled  with  a  sero-sanguinolent  Huid, 
but  none  of  them  contained  pus. 

The  largest  holes  would  admit  a  No,  16  catheter. 

The  right  ovary  measured  two  and  a  quarter  inches  long,  o 
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and  a  quarter  high,  and  three-eiehihs  of  in  Inch  thick.  Its  surface 
was  ndhcrenl  to  the  adjacent  periionesl  surface  of  the  broad  ligament 
by  recent  lymph.  On  section  the  ovary  was  found  to  contain  an  abscess, 
holding  about  half  a  drachm  of  pus. 

On  the  left  side  the  bn>ad  ligament  was  normal,  when  held  up  to  (lie 
light,  and  looked  at  fiom  before  back,  having  its  normal  translucency.       ' 

The  lefi  ovary  was  two  and  a  quarter  inches  long,  five-eighths  of  an 
inch  high,  and  three -sixteenths  of  on  inch  thick.  It  did  not  contain  ths 
corpus  luleum. 

The  ulerus  was  about  six  and  ihree-eighlhi  inches  long,  and  measured 
about  four  and  a  half  inches  between  the  points  ofentryof  the  Fallopian 
tubes.  The  placental  site  was  on  the  posterior  wall,  and  presented  a 
raammillaled  appearance.  Elsewhere  Ibe  surface  o(  the  uterine  cavity 
was  nearly  smooth. 

The  exudation  takes  place  into  the  connective  tissue  at 
the  side  of  the  cervix ;  from  this  situation  it  passes  between 
the  layers  of  the  broad  ligament  to  the  side  of  (he  pelvis. 
Norihally,  the  layers  of  the  broad  ligament,  if  held  up  to  • 
the  light,  are  found  to  be  translucent ;  when  phlegmon  of 
the  broad  hgament  occurs,  the  layers  of  the  peritoneum 
forming  the  broad  ligament  are  separated  for  a  consider- 
able distance  by  the  exudation,  so  that  the  broad  ligament 
may  measure  from  before  back  an  inch  or  two  inches  in 
thickness. 

The  phlegmon  forms  a  convex  lump,  over  the  upper 
surface  of  which  are  spread  in  order,  from  before  back,  the 
round  ligament,  the  Fallopian  tube,  and  the  ovary.  The 
appearance  on  section  has  already  been  described  in  the 
account  of  the  case  just  narrated.  It  is  to  be  noticed 
that  some  pelvic  peritonitis  affects  the  peritoneum  overlying 
the  inflamed  pelvic  connective  tissue,  as  mentioned  in  that 
case.  Sometimes  the  connective  tissue  in  the  ulero-sacral 
ligaments  is  implicated  (utero-sacral  cellulitis) ;  and  some- 
times there  may  be  a  cellulitis  of  the  connective  tissue 
between  the  bladder  and  cervix. 


—If  the  inflammation  go  a  stage  further  than 
phlegmon,  an  abscess  is  formed. 

3.  Lastly,  the  inflammation  map  be  of  so  intense  a. 
character  as  to  produce  sloughing  of  the  tissues  affected — 
gangrenous  parametritis.     This  is  very  rare. 

Directions  in  which  pelvic  cellalitls  spreads.— 
Here  we  must  distinguish  between  the  course  taken  b);  a 
phtegmonous  cellulitis  and  ^purulent  cellulitis. 

A  phlegmon  starting  at  the  side  of  the  cervix  affects 
the  connective  tissue  between  the  layers  of  the  peritoneum 
forming  the  broad  ligament ;  it  may  stop  here,  but  if  it 
spreads,  it  passes  either  (i)  downwards  along  the  round 
ligament  to  the  groin,  gr  (2)  upwards  to  the  connective 
tissue  round  the  kidney,  or  (3)  into  the  iliac  fossa,  or  (4) 
sometimes  it  may  extend  upwards  in  the  sub -peritoneal 
tissue  of  the  abdominal  wall. 

A  parametric  absccBB  may  spread  in  almost  any 
direction;  as  contrasted  with  phlegmon,  it  is  important  to 
remember  that  it  may  spread  over  the  brim  of  the  pelvis 
down  the  thigh,  or  pass  'through  the  sciatic  notch  to  the 
buttock,  or  through  the  obturator  foramen  to  open  at  the 
upper  and  inner  part  of  the  thigh.  Thus  the  spreading 
of  a  parametric  abscess  is  a  mechanical  process,  while  the 
spreading  of  the  inflammation  in  the  stage  of  phlegmon 
is  a  vital  process,  not  to  be  explained' by  mechanical 
considerations." 

Parametric  abscess  may  open  externally,  commonly  in 
the  groin,  above  or  below  Poupart's  ligament,  or  into  the 
vagina,  rectum,  qr  bladder,  very  rarely  into  the  peritoneum. 
Sometimes  it  may  open  in  two  directions,  e.g.,  there  being 
one  opening  into  the  vagina,  and  another  above  Poupart's 
ligament ;  this  is  often  due  to  separate  foci  of  suppuration. 

•  See  CHiiUal  U^lurn  o„   Disrata  of  Wamin  (Mallhews  Duna 
3id  edit.,  p.  Z36. 
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Remote  parametritis. — When  a  cellulitis  has  spread  to 
some  distance  from  the  pelvis,  it  may  happen  that  while 
ihe  inflammation  and  the  signs  of  it  at  a  distance  are  still 
evident  enough,  yet  all  signs  of  the  cellulitis  in  the  pelvis 
have  disappeared.  The  distant  cellulitis  is  known  in  such 
cases  as  "  remote  "  pelvic  cellulitis,  or  "  remote  "  para- 
metritis (Matthews  Duncan). 

The  term  "  remote  "  is  applied  in  the  same  way  in  cases 
of  perimetritis. 


Symptoma.— The  symptoms  are  similar  to  those  met 
with  in  pelvic  peritonitis,  with  the  exception  that  pain  is 
less  marked,  and  vomiting  occurs  less  commonly.  The 
patient  lies  with  only  one  leg  drawn  up. 

Physical  signs  in  recent  cases. — The  exact  signs 
vary  according  as  we  are  dealing  with  the  disease  in  the 
stage  of  phlegmon,  or  in  the  stage  of  abscess ;  in  either 
case  the  markedly  unilateral,  asymmetrical  character  of  the 
signs  should  be  observed. 

In  the  stage  of  phlegmon. — There  is  a  lump  on  one  side 
of  the  cervix,   pushing  the  uterus  over  to  the  unafTecled 


PELVIC   CELLULITIS. 


side.  The  lump  obtilerales  more  or  less  completely  the 
concavity  of  the  lateral  fornix  on  the  affected  side,  and 
produces  an  apparent  shortening  of  the  cervix  on  that  side. 
The  lump  can  very  probably  be  reached  on  bimanual 
examination,  and  differentiated  from  the  body  of  the  uterus. 
The  uterus  and  the  lump  have  a  certain  small  amount  of 
mobility,  differing  from  the  absolute  immobility  in  typical 
cases  of  pelvic  peritonitis. 

In  the  Stage  of  abscess. — There  are  the  physical  signs  of 
fluid,  fluctuation,  and  dulness — that  is,  in  cases  where  there 
is  s(iflicient  formation  of  pus — and  it  is  so  situated  that 
.  these  signs  can  be  made  out.  In  certain  cases,  where  at 
one  stage  we  have  recognised  a  phlegmonous  inflammation, 
say  in  the  iliac  region,  we  notice,  as  it  reaches  the  suppu- 
rative stage,  a  softening,  a  "  bogginess,"  over  the  area  of 
the  lump  which  had  previously  been  hard,  rather  than 
actual  fluctuation.  As  regards  dulness,  it  may  happen  that 
intestine  intervenes  between  the  lump  and  the  abdominal 
wall,  and  then  there  will  be  a  tympanitic  note  on  percussion. 
After  an  abscess  has  burst  a  fistula  remains  open  for 
a  long  while,  weeks  or  months.  A  probe  may  often  be 
passed  two,  three,  or  more  inches  along  a  fistula  of  this 
kind  for  a  long  lime  after  all  acute  symptoms  have  passed 
away,  and  when  convalescence  is  well  established ;  in  time 
it  will  close  up  by  itself,  and  is  best  left  alone.  I  have 
several  times  tried  passing  a  probe,  coated  with  nitrate  of 
silver,  along  such  fistula;  to  hasten  their  healing,  but  have 
not  been  satisfied  that  it  had  much  effect.  Sooner  or  later, 
however,  they  have  nearly  always  healed. 

CompUcationa.— Acute  inflammation  may  attack  the 
knee-joint  on  the  affected  side,  or  on  the  opposite  side,  and 
the  fluid  in  the  joint  may  be  serous  or  purulent.  Phlegma^a 
dolens  is  a  common  complication  of  parametritis,  affecting 
the  leg  of  the  side  corresponding  to  the  parametritis. 
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Late  Results  of  Parasietritis. 

As  absorption  proceeds,  the  uterus  may  be  gradually 
drawn  over  towards  the  affected  side  in  cases  where  there 
has  be'en  cellulitis  in  one  broad  ligament.  In  the  less 
common  cases,  where  there  is  cellulitis  of  the  utero-sacral 
ligaments,  contraction  in  this  situation,  pulling  on  the 
uterus  somewhere  near  the  junction  of  the  cervix  and  body 
of  the  uterus  in  a  backward  direction,  causes  a  martced 
anteflexion. 

Clinically  it  is  extremely  difficult,  if  not  impossible,  if 
a  case  is  seen  at  this  sLige  for  the  first  time,  to  be  sure,  if 
we  find  the  uterus  a  little  to  one  side  of  the  middle  line, 
that  its  position  is  not  due  to  one  broad  ligament  being 
congenitally  shorter  than  the  other,  a  condition  thai  is 
common  enough,  rather  than  to  previous  cellulitis.  Lacera- 
tion of  the  cervix  on  the  side  towards  which  the  uterus 
deviated  would  be  in  favour  of  a  previous  cellulitis.  As 
regards  old  celluliiis  in  the  utero-sacral  ligaments  producing 
anteflexion,  a  difficulty  of  a  somewhat  similar  character 
arises.  For  what  is  the  evidence  of  old  cellulitis  of  the 
utero-sacral  ligaments?  Merely  feeling  bands  running  in 
the  situation  of  these  ligaments,  and  concluding  that  the 
bands  are  a  little  thicker  and  more  defined,  and  perhaps 
shorter,  than  usual.  I  have  noticed  in  many  cases,  where 
a  relroflexed  uterus  was  found  incarcerated  in  Douglas's 
pouch  and  replaced,  that  after  replacement  these  bands, 
the  utero-sacral  ligaments,  were  particularly  easily  defined, 
and  this  in  cases  where  there  was  no  reason  to  suppose 
there  had  been  any  previous  ulcro-sacrat  cellulitis  ;  so  that, 
while  admitting  that  cellulitis  in  this  situation  would  cause 
Brttedexion,  ns  absorption  proceeded,  it  must  also  be  said 
that  in  practice  we  can  rarely  be  certain  that  we  have 
.  before  us  a  case  of  old  cellulitis  of  these  ligaments. 
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Post-mortem  room  evidence  in  the  case  of  old  cellulitis 
is  on  quite  a  different  footing  from  the  same  evidence  in 
cases  of  old  pelvic  peritonitis ;  in  the  case  of  the  latter  the 
evidence  in  the  shape  of  adhesions,  instead  of  the  uniform 
glistening  character  of  the  peritoneum,  is  unmistakable.  If 
we  find  adhesions,  there  has  been  peritonitis ;  but  in  the 
case  of  cellulitis,  long  after  the  acute  stages  have  passed, 
and  absoiption  is  as  complete  as  it  ever  will  be,  the  nature 
of  the  case  renders  it  almost  impossible  to  say  there  has  at 
some  time  or  other  been  cellulitis.  Talte,  for  instance,  a 
case  where  there  has  been  cellulitis  years  before  on  one  . 
side  of  the  cervix,  the  question  would  be  as  to  whether 
the  connective  tissue  found  in  that  situation  was  more 
abundant  and  denser  than  in  the  normal  condition  ;  and 
any  one  who  will  examine  the  connective  tissue  normally 
present  there  will  see  the  difficulty  or  impossibility  of 
deciding  such  a  question.  In  the  one  hundred  specimens 
]  examined,  I  was  unable  to  say  positively  in  a  single  case 
that  there  had  been  old  pelvic  cellulitis.  No  doubt  there 
had  been  pelvic  cellulitis  years  ago  in  some  of  them;  but 
its  traces  were  not  definite  and  unmistakable,  as  they  are 
in  pelvic  peritonitis. 

Treatment. — The  treatment  is  similar  to  that  in  pelvic 
peritonitis,  with  such  slight  modifications  as  are  at  oncu 
obvious  (see  p.  330).  Pelvic  cellulitis  terminates  in  abscess 
much  more  frequently  than  pelvic  peritonitis.  When  a 
pelvic  abscess  has  formed,  whether  it  be  due  to  perimetritis 
or  parametritis,  the  best  treatment  is  to  open  it  with  anti- 
septic precautions  at  whatever  point  seems  most  convenient. 
The  operation  is  one,  however,  that  should  only  be  done  by 
some  one  with  special  experience  in  abdominal  and  pelvic 
surgery. 

Case  of  parametritis  following  labour,  illustrating 
extension  of  the  inflammatian  along  the  right  round  ligament 


to  the  labium  inajus,  and  complicated  with  suppuration  I 
[he  left  knee-joint. 

S-  A.  H,,  age  3S,  nine  ehiidron,  the  lasl  eight  days  ago.  The  last 
confinement  was  diflicuU,  and  inslruments  were  used ;  Ihis  hftd  never 
been  the  case  before.  Admitled  to  the  London  Hospital,  December 
90(h,  1886,  complaining  of  pain  in  the  right  iliac^region,  and  of  great 
weakness  since  the  confinement. 

Temperalure  on  admission  loj°. 

On  the  day  after  her  confinement  she  was  seiied  with  shivering 
fits,  which  occurred  twice  the  same  evening,  and  on  Ihe  Uilee  suc- 
ceeding night!.  She  has  also  had  paiil  on  defaeculion,  and  Iroulitc  on 
,  micturition  ;  twice  the  urine  has  had  to  be  drawn  off. 

Dtcimlnr  ajrrf.— Rigor.    Temperature  (oi  '8°.     The  left  knee-j<d 
is  very  painful,  and  cuntnina  fluid.    A  swelling  is  felt  in  the  hyp 
iriuM  rcftching  z  inches  above  the  pubcs,  and  extending  outwnrdi  al 
equally  on  each  side  of  the  middle  line. 

The  right  latiium  majus  is  swollen,  so  as  to  form  a  saosoge-ail 
swelling  il  inch  across,  and  i^  inches  long,  The  swetling  r 
upwards  in  the  direction  of  the  inguinal  canal.     Left  side  of  the  vulil 

Vaginal  txaimuiilian.^Most  of  Ihe  swelling  in  Ihe  hypoga«tii 
is  the  uterus.     Some  indistinct  thickening  is  fett  to  the  right  of  tl 
ulerus,  much  less   than   was  found   in   that    situation  0 
Ulenis  fairly  movable.     Sound  posses  3  inches.    The  swelling  ii 
right  labium  was  aspirated,  and,  as  pus  came  out,  a  free  incidoo  n 
made  into  il  antiscplically. 

DKiiibtr  Vjlh. — Left  knee-joint  aspirated  ;  pus  cami 
case  was  nuw  tiaosferred  to  Mr.  Tay.  Further  Irealmi 
of  keeping  the  joint  at  rest  on  a  splint,  and  aspirating  it 
patient  did  well,  and  the  joint  recovered  completely. 

CaBeof  BUppurative  parametritiB  following  labour.  I 

— Abscesses  oi«ning  into  the  vagina,  and  above  I'oupact's  J 
ligament. 

S.  J.,  age  31,  seven  children,  the  lasl  a  month  ago,  admilted  to 
London  Hospital,  June  yih.  iSS;. 

Confincmenli  ban-  all  hccn  dilijcuU.  L.iit  child  delivered  1 
furccps. 
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1.  sup,  il.  sp.  -  91  indto. 
s  =  loj  inches.     Extenul 


Dntcacled   (or  juHo-nuBor) 
S«ys  she  has  not  been 


When  a  month  pregnant  in  her  last  pregnancy,  had  rhromatic  li 
(there  is  a  well-marked  milial  systolic  marmur),  sad 
bed  seven  months.     The  joints  chiefly  affected  were  Ihose  of  the  lefi 
leg  and  arm. 

On  admission  temperature  I0l°  (see  chart  For  subseijuent  tempera- 
ture).   Complained  of  forcit:g  pain  on  passing  her  water. 

Ntit  m  June  g/i.— Abdomen  distended.  Umbilicus  level  with  the 
skin.  A  distinct  hard  mass  is  fell  occupying  the  lefl  iliac  region, 
reoching  three  rmgets'  breadths  above  Pouparl'j  ligament;  the  taasi 
does  not  extend  beyond  the  middle  line. 

Mratunmtnls  ef  the  felvU. — Belween  ai 
Maximum  distance  between  the  Iliac  cres 
conjugate  =  6|  inches. 

It   wai  Iherefore  a  slightly  generally  ( 
pelvis,     rwient  ennnot  extend  the  left  thigh, 
able  to  do  ao  for  eight  monllis. 

l.ifft  labium  majus  larger  than  righi. 

Utirui  nearly  .fixed.     Cervix  lacerated   on  both  sido, 
extendi  'outwards  from  the  left  side  of  ihe  cervix  to  the  pelvic  i 
anil  la  continuous  with  ihe  lump  felt  in  the  left  iliac  region. 

The  fiagcr  in  the  vagina  fccU  a  somewhat   cylindrical  \ 
lioxleriorly  parallel  lo  the  vagina ;  this  is  not  salisfaclorily  ai 
for  by  fa.'ces  in  the  tectum,  and  seems  to  be  due  lo  a  cellulitis  o 
connective  tissue  between  the  vagina  and  ri 

July  tiid. — On  Jane  a7th  a  dischacge  of  very  offensive  pus  In  c 
aldcnibieijuuilily  came  from  the  vagina  during  the  nigtiL    Onjun 
the  put  liecame  sanlous,  and  has  continued  so  since. 

July  4/it-— With  .Sims's  speculum  the  opening  from  which  the  j 
U  coming  can  be  distinctly  seen ;  it  is  situated  on  the  (losterjor  w 
the  vajjina,  about  an  inch  up.    The  swelling  in  the  left  iliac  rtgi 
softer  than  liefore. 

July  iSM.— Where  the  hard  mass  bad  been  in  the  left  iliac  n 
there  li  now  an  abscess  on  the  point  of  bursting ;  il  was  Ihei 
openeil,  and  a  drainage  tube  inserted. 

Stftrmier  yJt. — The  temperature  has  been  normal  since  August  91 
I'alietil  in  looltliig  fat  and  well.     Uterus  is 
li  (till  difficulty  in  extending  the  left  thigh. 
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CHAPTER   XV. 
Pklvic  Hematocele.— Extra-Uterine  Gestation. 

Pelvic  hsematocele — There  are  two  varieties  of  pelvic 

hematocele : — 

I.  The  intra-peritoneal,  and 

3.  The  extra-peritoneal. 
In  the  intra-peritoneal  variety  the  blood  is  effused  into 
Ihe  peritoneal  cavity  ;  in  the  extra-peritoneal  into  the  sub- 
peritoneal connective  tissue. 


Causation. 

Age. — Most  cases  occur  between  the  ages  of  twenty-five 
and  thirty -five  (Schroeder). 

Fertility. — It  is  more  conn 
children. 

Mode  of  production.^! 
gestalioH  sac  is  one  of  the  coi 
take,  for  example,  ihe  case  of 

as  a  rule,  the  sac  will  rupture  before  the  end  of  the  third 
month  of  pregnancy.  According  to  the  position  of  the  rent 
there  will  result  either  an  intra-peritoneal  or  an  extra-peri- 
toneal pelvic  hEematocele.  If  the  rupture  occurs  in  the 
part  of  the  expanded  tube  covered  by  peritoneum,  then  the 
hEematocele  will  be  inlra-peritoneal.  If,  on  the  other  hand, 
at  the  lower  part  of  the  tube,  the  part  not  covered  by  peri- 
toneum, the  blood  will  be  poured  into  thi 


:ubal  gestation, 


iho  have  had 

extra-uierine 
of  it.  If  we 
ve  know  that. 
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between  the  layers  of  peritoneum  forming  the  broad  ligament, 
and  the  resulting  hamalocele  will  be  extra-peritoneal. 

2,  Reflux  of  blood  along  Ihe  Fallopian  tubes  during  men- 
struation.     Tkt  menstrual  group  of  cases. 

Till  about  ten  or  fifteen  years  ago  this  group  was  con- 
sidered to  comprise  almost  all  cases  of  pelvic  hsmaloccle. 
There  was  always  great  difficulty  in  explaining  why  the 
menstrual  blood,  instead  of  following  its  usual  channel, 
should,  in  certain  cases,  regurgitate  along  the  Fallopian  tube 
into  theperiloneuni.  The  probability  now  is  that,  although 
such  a  thing  is  theoretically  possible,  it  very  rarely,  if  ever, 
occurs.  Indeed,  for  practical  purposes,  clinically  there  need 
be  little  hesitation  in  regarding  cases  of  pelvic  hiematocele 
as  symptomatic  of  extra-uterine  pregnancy  occurring  in  the 
Fallopian  tube. 

The  general  congestion  of  all  the  pelvic  viscera  that 
occurs  normally  at  each  menstrual  period  might  be  supposed 
to  act  as  a  powerful  predisposing  cause  to  the  occurrence 
of  hematocele,  and  so  far  therefore  we  should  not  be 
surprised  if  many  cases  occurred  in  connection  with 
menstruation. 

In  cases  of  this  class  blood  is  supposed  to  regurgitate 
from  the  cavity  of  the  uterus  along  the  Fallopian  tubes  into 
the  peritoneal  cavity.  ^Vhy  it  should  do  so,  rather  than 
escape  as  usual  into  the  vagina,  we  cannot  explain  in  a  satis- 
factory manner.  Certain  considerations  render  the  occur- 
rence more  intelligible,     Such  are  : — 

a.  The  fact  that  the  inner  ends  of  the  Fallopian  tubes  arc 
in  very  rare  cases,  even  post  mortem,  found  much  larger 
than  usual,  admitting  the  ordinary  sound,  instead  of  only  a 
fine  bristle. 

b.  The  polarity  of  the  uterus.  When  the  lower  part  is 
in  a  state  of  sjiasm.  the  body  and  fundus  are  in  a  state  of 
relaxation.     Now,  it  is  very  likely  that  such  relaxation  may 
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also  affect  the  inner  ends  of  the  Fallopian  tubes,  causing 
them  to  be  abnormally  patulous. 

Causes  which  may  produce  hematocele  during  menstrua- 
tion are  : — 

Violent  exercise. 
Li/ting  heavy  weights. 

Fright.  (I  saw  a  case  where  there  were  well-marked 
signs  of  h^ematocele  and  a  history  pointing  to  it,  the 
onset  having  occurred  during  the  earthquake  at  Nice.) 

Exposure  lo  cold. 

In  many  cases,  however,  supposed  lo  belong  to  the 
menstrual  group,  the  vaginal  discharge  of  blood  is  not 
really  due  to  true  menstruation,  but  it  is  the  metrorrhagia 
so  commonly  met  with  in  early  cases  of  extra-uterine 
pregnancy. 

Rupture  of  a  Graafian  follicle  may  be  attended  by  a 
more  abundant  escape  of  blood  than  usual,  and  so  cause 
ha^matocele.  . 

3.  Rupture  of  a  vein,  either  in  the  broad  ligament  or  under 
the  peritoneun  covering  the  uterus,  may  be  the  source  of 
hjematocele,  either  intra-  or  extra -peritoneal.  Such  a  rupture 
would  be  more  likely  to  occur  if  the  vein  were  varicose,  and 
during  the  congestion  of  a  menstrual  period. 

4.  Rupture  of  an  i/varian  cyst ;  rupture  of  the  uterus. 

Probably  almost  ail,  if  not  quite  all,  cases  of  pelvic  hsema- 
tocule  are  due  to  rupture  of  an  extra-uterine  gestation. 


Morbid  An  atom  v. 

Intra-peritoneal    hsematocele.  — When   the   blood  is 

effused  into  the  peritoneal  cavity,  it  gravitates  into  Douglas's 

pouch  and  coagulates.     In  twenty-four  hours  the  coagulura 

has  become  enclosed  by  adhesive  peritonitis  set  up  round 
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it.  The  Ijoundaries,  for  instance,  of  a  hematocele  just  big 
enough  to  fill  Douglas's  pouch  would  be  btiow,  of  course,  the 
pouch,  and  akwe,  coils  of  intestine  glued  to  one  another  and 
to  the  edge  of  Douglas's  pouch  by  adhesive  peritonitis.  If 
the  effusion  is  considerable,  the  blood  not  only  fills  Douglas's 
pouch,  but  the  rest  of  the  cavity  of  the  pelvis,  and  may, 
when  coagulated  and  surrounded  by  adhesive  peritonitis, 
form  a  lump  that  can  be  felt  a  variable  distance  above  the 
pubes:  for  example,  a;  high  as  the  umbilicus.  It  is  certain 
that  such  is  the  course  of  events  when  no  peritonitis,  old  or 
recent,  existed  previous  to  the  escape  of  blood  ;  but  no 
doubt  in  many  cases  peritonitis  has  existed  previously  and 
led  to  adhesions,  so  that  when  the  blood  escapes  it  finds 
itself  limited  by  the  adhesions.  Thus  in  one  set  of  cases 
the  first  thing  is  (he  escape  of  blood  into  the  cavity  of 
the  peritoneum  and  its  coagulation  there,  and  then  follows 
adhesive  peritonitis  in  the  neighbourhood  of  the  clot ;  and 
in  another  set  of  cases  there  has  been  at  some  previous 
time  a  pelvic  peritonitis  leading  to  adhesions  which  cut 
off  a  part  of  the  general  peritoneal  cavity  from  the  rest ; 
then,  if  the  causes  producing  hematocele  come  into  opera- 
tion, blood  is  effused  into  the  small  compartment  of  the 
peritoneum  so  shut  off, 

Extra-peritoneal  hfflmfttooele.— The  blood  here  es- 
capes into  the  connective  tissue  at  some  part  of  the  pelvis, 
usually  into  thai  of  the  broad  ligament,  or  at  the  back  of  the 
supra- vaginal  cervix.  The  potential  space  being  obviously 
Umited,  the  quantity  of  Wood  so  effused  cannot  be  great. 
Exceptionally  after  the  effusion  has  occurred  into  the  sub- 
peritoneal tissue  the  tension  of  the  peritoneum  over  it 
liccomes  so  great  thai  the  peritoneum  itself  ruptures,  and 
bk-cding  then  occurs  into  the  general  peritoneal  cavity,* 

'  1  have  wen  an  IriiTance  ot  this  in  a  caie  of  partial  rupture  of  the 
utctui,  Umited  to  the  periloneal  covering,  occurring  during  labour. 
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Symptoms. — It  has  been  already  mentioned  that,  apart 
from  ihe  history,  it  is  itopossihle  in  many  cases  to  distin- 
guish between  peJric  peritonitis  and  pelvic  heematocele. 
What,  then,  is  the  history? 

We  find  that  the  patient  was  suddenly  seized  with  severe 
pain  in  the  lower  part  of  the  abdomen,  that  she  became  ai 
the  same  time  faint,  perhaps  actually  unconscious.  There 
may  have  been  a  sense  of  nausea  only,  or  nausea  followed 
by  vomiting.  If  the  quantity  of  blood  effused  has  been  con- 
siderable, the  patient  is  markedly  aniemic.  Such  a  history 
points  strongly  to  there  having  been  a  pelvic  hematocele, 
and  it  becomes  even  more  su^estive  if  there  is  a  slight 
metrorrhagia  at  the  lime  of  the  seizure,  especially  if  the 
patient  has  missed  the  last  menstrual  period.  From  the 
time  of  onset  to  the  time  the  patient  is  seen  there  will  have 
been  the  ordinary  symptoms  of  pelvic  peritonitis,  pain  in 
the  lower  part  of  the  abdomen,  and  very  likely  trouble  in 
connection  with  micturition  or  defascation.  Sometimes 
bleeding  from  the  vagina  persists  for  some  time  after  the 
onset. 

The  history  to  be  sought  which  would  point  to  the 
presence  of  extra-uterine  pregnancy  is  something  of  this 
kind :  The  patient  had  gone  two  or  three  weeks  over  her 
time  for  being  poorly,  and  fancied  she  might  be  pregnant ; 
she  then  became,  as  she  thought,  poorly  again.  She  may 
have  passed  a  decidua  from  the  uterus.  There  will  have 
been  more  or  less  pain  in  one  or  other  iliac  region.  So  far 
the  history  is  only  that  of  an  extra-uterine  fceiaiion  previous 
to  rupture  of  the  sac,  and  has  nothing  to  do  with  hsemato- 
ce]e ;  but  if  now  the  sac  ruptures,  so  as  to  produce  intra- 
peritoneal hematocele,  there  will  be  the  symptoms  men- 
tioned above,  sudden  pain  in  the  pelvis,  fainlness,  nausea 
or  vomiting,  collapse,  and  anemia,  with  smiU  rapid  pulse — 
I   130  or  more.      During  the  first    twenty-four  hours    the 


3  so 


DISEASES  OF   WOMEN. 


temperature  will  probably  be  sub-normal,  but  afterwards 
there  will  be  more  or  less  fever.  If  the  hcemorrh^e  is 
profuse,  death  follows;  if  the  bleeding  ceases  before  a 
fatal  quantity  has  been  lost,  the  blood  poured  into  the 
peritoneum  behaves  as  in  the  other  cases,  and  becomes 


ao.— Relro-uterine  HBtmalocele  (Barnes).    U.  Ulems  j  R.  Re©- 

.  Blood-dot.  -iNolc  how  [he  uterus  U  pushed  forward  and 


encysted  by  surrounding  pelvic  peritonitis.  Sometimes  the 
sac  ruptures,  not  into  the  peritoneum,  but  into  the  sub-. 
peritoneal  connective  tissue,  and  the  symptoms  are  then 
much  less  definite. 

As  rtgards  the  casts  dependtnt  on  rupture  of  a  vein. — If  the 
result  is  a  sub-peritoneal  hematocele,  the  symptoms  are 
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vague;  if,  on  the  other  hand,  it  causes  an  intraperitoneal 
hEmatocele,  they  are  we!l  marked,  and  the  same  as  those 
produced  in  other  cases  by  escape  of  blood  into  the  peri- 
toneal cavity. 

Physioal  signs. — Intra-peritoneal  hamatocfU. — At  first, 
within  a  few  hours  of  the  occurrence,  there  can  only  be 
felt  a  sense  of  fulness  in  Douglas's  pouch.  In  one  case 
seen  while  the  blood  was  not  enclosed  by  adhesions,  I  was 
able  distinctly  to  feel  fulness  in  this  position.  In  another, 
where  a  copious  intra-peritoneal  effusion  of  blood  occurred 
from  rupture  of  the  uterus,  abdominal  palpation  gave  one 
a  sense  of  there  being  something  unusual  in  the  general 
peritoneal  cavity,  without  one  feeling  sure  what  it  really 
was  (til!  the  post-mortem  examination).  In  cases  due  to 
tubal  pregnancy  I  have  often  noticed  a  special  degree  of 
tenderness  in  the  corresponding  iliac  region  on  abdominal 
palpation  ;  and  I  think  this  point  a  most  suggestive  one. 
Afler  forty-eight  hours  the  coagulated  blood  is  enclosed  by 
adhesive  peritonitis,  matting  together  the  viscera  in  the 
immediate  neighbourhood.  Now  on  abdominal  examination 
we  shall  feel  a  lump  rising  out  of  the  pelvis  to  a  variable 
distance  above  the  pubes.  If  the  hfematocele  be  only  a 
small  one,  we  may  not  detect  any  lump  by  mere  abdominal 
palpation.  The  abdomen  is  somewhat  distended  and 
tender. 

On  vaginal  examination  we  find  the  uterus  pushed  for- 
wards, close  behind  the  pubes,  but  not  displaced  laterally. 
In  some  cases  the  uterus  is  raised,  while  In  others  it  seems 
lower  than  normal.  Behind  it,  through  the  posterior  vaginal 
wall,  we  feel  a  lump  more  or  less  hard,  and  symmetrically 
situated  as  regards  the  middle  line,  The  uterus  is  fixed,  It 
is  usually  quite  easy  on  bimanual  examination  to  identify 
the  fundus  of  the  uterus  just  behind  the  pubes.  It  will  be 
seen,  on  referring  to  the  physical  signs  of  pelvic  peritonitis, 
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that  they  may  be  precisely  the  same  ;  hence  the  importance 
of  the  hislory,  on  which  alone  we  can  found  a  diagnosis. 

Extra-peritoneal  hsBmatocele.— The  position  of  the 
lump  formed  by  the  thrombus  is  similar  to  that  of  the  exuda- 
tion in  cases  of  pelvic  cellulitis,  I'.it,,  atone  side  of  the  uterus, 
displacing  it  lo  the  other  side. 

DiagnoBis. — As  regards  the  intra-periConeal  variety,  it 
will  be  seen  that  diagnosis  depends  on  a  distinct  history  of 
sudden  onset  being  obuined  following  on  symptoms-  point- 
ing to  extra-ulerine  pregnancy. 

Marked  enlargement  of  the  uterus,  soAening  of  the 
cervix,  and  a  patulous  condition  of  the  os  uteri  are  strongly 
in  favour  of  extra-uterine  pregnancy. 

As  regards  the  extra-peritoneal  variety,  it  is  impossible 
to  diagnose  the  existence  of  it  with  any  certainty,  unless 
there  is  a  history  of  extra-uterine  fcelation. 

Prognosis. — If  the  hemorrhage  is  considerable,  and 
the  blood  escapes  freely  into  the  general  cavity  of  the  • 
peritoneum,  death  may  follow  in  an  hour ;  if  the  quantity 
of  blood  lost  is  not  so  great  as  to  cause  death  from  haemor- 
rhage, the  clot,  as  we  have  seen,  becomes  enclosed  by 
adhesions,  and  the  prognosis  is  the  same  as  in  pelvic  in- 
flammation (perimetritis,  parametritis).  Ultimately,  after  a 
period  of  some  months,  in  most  cases  the  clot  becomes 
absorbed;  exceptionally,  suppuration  may  occur,  and  the 
case  become  one  of  pelvic  abscess  ;  and  as  regards  prognosis.— 
and  treatment,  what  has  been  said  under  suppurative  i 
and  j)erimetritis  applies. 

Treatment. — If  the  case  is  seen  soon  after  the  ( 
of  the  blood,  very  careful  consideration  should  be  givei 
to  the  question  as  to  whether  the  case  is  really  one  i 
ruptured  extrauterine  pregnancy.  Here  the  hislory  i 
help  us,  the  patient  having  perhaps  gone  some  weeks  ovi 
her  time  without  menstruating,  having  suffered  from  i 
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in  one  or  the  other  iliac  region,  having  herself  thought 
■  that  she  was  pregnant.  If  on  vaginal  examination,  within 
twelve  hours  after  the  onset  of  the  symptoms,  a  tumour  can 
be  feh  at  one  or  other  side  of  the  uterus,  and  if  the  tumour 
is  more  or  less  fixed,  there  is  considerable  probability^  that 
the  case  is  one  of  rupture  of  an  extra-uterine  gestation, 
because  such  a  tumour  cannot  be  due  to  hematocele, 
sufficient  time  not  having  elapsed  for  one  to  form. 

In  such  a  case  an  exploratory  abdominal  section  with 
strict  antiseptic  precautions,  if  it  can  be  done  by  some 
one  of  experience  in  abdominal  surgery,  is  sometimes, 
but  by  no  means  always,  the  best  practice.  Each  case 
must  be  judged  on  its  own  merits. 

If,  both  on  account  of  the  history  and  of  the  physical 
signs  (absence  of  a  tumour  in  the  pelvis,  and  merely  a 
feeling  of  fulness  in  Douglas's  pouch),  we  conclude  that 
it  is  not  a  case  of  ruptured  extra-uterine  gestation,  or, 
being  a  case  of  extra-uterine  pregnancy,  if  we. decide  not  to 
operate,  the  patient  should  be  merely  kept  at  rest  in  bed, 
with  an  ice-bag  over  the  hypogastric  region.  Stimulants 
must  be  given  according  to  the  degree  of  collapse  present ; 
and  if  they  cannot  be  given  by  the  mouth,  may  be  given 
by  enema  (5].  of  brandy,  with  jiij.  of  coffee,  or  with  Jiij.  of 
beef-tea).  Pain  must  be  treated  by  hypodermic  injections 
of  morphia. 

Later  treatment. — It  is  best  not  to  interfere  with  the 
tumour  formed  by  the  hcematoccle  unless  very  clear  evidence 
of  suppuration  is  present ;  then  the  case  becomes  one  of 
pelvic  abscess,  and  the  remarks  made  as  to  treatment  of  this 
condition  at  p.  339  apply  equally  here.  Opening  a  hema- 
tocele that  has  not  suppurated  is  unnecessary,  and  indeed 
adds  dangers  of  its  own,  one  of  which  is  recurrence  of 
bleeding  from  some  part  of  the  interior  of  the  hsmalocele  ; 
and  another  is,  that  if  the  coagula  inside  the  cavity  of  the 
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hEematocele  are  interfered  with,  there  is  some  risk  of  break- 
ing down  adhesions  that  separate  it  from  the  general  canity 
of  the  peritoneum. 

The  following  case  is  an  example  of  hematocele  due  to 
the  rupture  of  an  extra-uterine  gestation  sac  I  think  it 
would  have  been  better  not  to  have  opened  the  hasmatocele. 

P.  K-,  age  27,  married  eight  years,  two  children,  ihe  last  four  yean 
ago,  no  miscarri^es,  was  admitted  lo  ihe  London  tlospitnl  on  Ajinl 
17th,  1886,  complaining  of  pain  in  the  right  iliac  and  lumliar  r^ons. 
also  in  the  hypogastrium. 

fiistory.—  Patient  was  last "  poorly  "  on  March  iSlh,  1886  ;  the  period 
lasted  seven  days,  and  sIie  passed  a  clot  one  inch  and  ihree-quarterj 
long.  Before  this  she  had  seen  nothing  for  two  months.  She  had  a 
dull  aching  pain  in  the  lower  pari  of  the  abdomen,  un  and  off,  like  that 
which  she  had  three  yeari  ago.  The  pain  was  somewhat  relieved  on 
March  2Slh,  when  the  period  began. 

It  seems  that  the  pain  referred  to  first  came  on  three  years  ago  when 
she  was  suckling  her  second  child,  which  shedid  for  twelve  months. 

She  thinks  it  was  caused  by  catching  cold  jusl  before  she  expected  to 
be  unwell. 

The  period  did  not  come  on,  and  she  saw  nothing  for  six  or  seven 
weeks  ;  then  she  became  "  poorly,"  and  passed  a  clot  exactly  like  the 
one  she  passed  recently  in  March  Inst. 

Catamenia  first  appeared  when  she  was  thirteen,  occurred  regularlj 
every  four  weeks,  lasting  three  or  four  days,  and  were  unattended  by 
any  pain  till  three  years  ago. 

Since  then  she  has  had  a  pain  for  two  or  three  dB}^  before  eadi 

Since  marrii^e.  has  mcnslrualeJ  every  three  weeks,  and  has  lost 
much  mote  than  before. 

SlaU  eii  admiiiion  (April  I7ih,  1886). 

Ulcms  movable,  hut  less  so  than  normal;  an  elastic  spelling  the 
siie  of  a  large  egg,  somewhat  fixed,  is  felt  occupying  the  right  posterior 
quarter  of  the  pelvis.  Sound  passed  three  inches.  Cervix  torn 
bilaterally  ;  there  is  a  granular  erosion,  or  eveision, 'round ;lhe  extenal 
05     Temperature  100°. 

From  April  I7lh  to  April  24th  temperBlore  normal. 

Afril  a4/,4.~TcmpentlDre  toae  to  101°.     Patient  was  neatly  doubled 
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np  with  severe  pain  in  ihe  lowei  part  or  the  abdomen.  Twelve  leeches 
were  applied  lo  the  hypi^aslrium,  afler  which  the  pain  was  rehcved 
coniiderably  ;  no  marked  CQllnpse. 

Afirii  36/A, — Palient  beg^  to  lose  blood  from  the  vagina.  Slill 
some  pain  at  short  intervals  in  the  same  place  as  before. 

May  yd. — Since  April  24th  the  temperature  bos  gone  up  at  night 
lo  I0o°  or  101°,  falling  to  normal  in  the  nioining. 

Vaginal  examination  (May  30!).— The  ultnis  is  very  low  ilowo, 
and  pushed  close  behind  Ihe  pubci.  A  tumour  is  now  felt  behind  the 
uterus,  bulging  down  the  posterior  vaginal  wall,  and  extending  laterally 
across  the  pelvis. 

Migi  dtk. — Temperature  at  night  has  been  high  since  the  last  note. 
It  was  thought  that  suppuration  was  taking  plaqe.  An  inci^on  an 
inch  across  was  made  into  the  tumour  through  the  posterior  vaginal 
wall  close  to  the  cervix.  Some  dark  blackish  fluid  and  chocolate- 
coloured  clot  escaped  from  Ihe  opening. 

May  lath, — The  Hnger  was  passed  cautiously  into  the  cavity  lo 
see  if  any  loose  pieces  of  clot  were  present.  What  was  thought  lo 
be  a  large  piece  of  loose  clot  was  hooked  oul,  but  on  sultscquent 
examination  it  was  seen  to  be  a  fictus  (which  was  shown  at  a  meeting  of 
the  Obstetrical  Society  of  London,  and  is  now  in  the  London  IJospital 
Museum). 

Great  difhcally  was  experienced  in  keeping  the  caviljr  sweel,  in 
spile  of  frequent  irrigation  of  caiboHc  acid  lotion  (1-40)  and  the 
introduction  of  iodoform  into  it ;  and  on  May  i6th,  the  temperature 
having  been  104'  for  the  preceding  two  nights,  an  attempt  was  made 
under  ether  to  remove  any  portions  of  the  decomposing  clot  that 
seemed  ready  for  removal.  While  doing  this  a  very  sharp  attack  of 
bxniorihage  from  the  cavity  of  Ihe  tixmatocele  occurred  ;  it  was  only 
controlled  by  plugging  the  cavity  with  gauic.  The  gau«  was  removed 
two  days  after. 

Subsequently  the  patient  did  very  well,  and  left  the  hospital  in  the 
second  week  in  July.  A  shallow  depression  in  the  posterior  fornix 
with  rather  sharp  edges  remains  lo  indicate  Ihe  position  of  the  in- 
cision. There  is  a  little  Ihickening  round  it.  The  uterus  is  freely 
movable. 

I  have  thought  it  well  to  insert  here  an  outline  of  the 
subject  of  extra-uterine  gestation,  as  it  is  so  closely  related 
to  that  of  pelvic  hicmatocele. 
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Extra-Uterine  Gestation. 


It  may  now  be  considered  certain  that,  whenever  a  fertil 
■    ovutn  develops  in  any  other  place  than  the  uterus,  its  situa- 
tion is  primarily  in  some  part  of  the  Fallopian  tube.     Thus 
all  cases  of  extra-uterine  gestation  are  primarily  examples  of 
tubal  pregnancy. 

The  development  of  an  ovum  in  the  Fallopian  tube 
most  commonly  occurs  in  the  outer  and  wider  part  of  the 
lube,  termed  the  ampulla  ;  less  frequently  in  the  narrower 
inner  portion,  called  the  isthmus;  and  very  rarely  in  that 
part  of  the  tube,  called  the  interstilial  portion,  which  passes 
through  the  uterine  wail. 

Etiology. — Antecedent  Sterility. — As  a  matter  of  clinical 
experience,  we  generally  find,  in  cases  of  tubal  pregnancy, 
either  that  the  patient  has  been  previously  absolutely  sterile, 
or  that  a  period  of  sterility  of  some  years'  duration  has 
preceded  the  occurrence  of  the  extra-uterine  gestation. 
To  this  general  rule,  however,  there  are  numerous  excep- 
tions. In  one  of  my  own  cases,  for  instance,  the  patient 
had  borne  a  child  at  term  only  nineteen  months  previously.  " 

Age. — As  might  perhaps  have  been  anticipated,  the  period 
of  life  during  which  patients  are  most  liable  to  become  the 
subjects  of  extra-uterine  pregnancy  is  also  that  during  which 
normal  pregnancy  is  most  likely  to  occur.  The  time  in 
question  is  from  twenty-five  to  thirty-five.  In  regard  to 
this  point  it  is  interesting  to  observe  that  this  period  of 
life  is  also  that  in  which  pelvic  hematocele  had  been 
observed  most  commonly  to  occur  before  the  connection 
between  extra-uterine  pregnancy  and  hrematocele  had  been 
worked  out.  Several  of  my  own  cases  have  been  about. 
twenty-eight  years  old.  V^ry  few  cases  occur  after  forty  or 
before  twenty-five. 

As  regards  the  causation  of  extra-uterine  pregnancy. 
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Lawson  Tait  suggests  that  there  has  been  "a  previous  desqua- 
mative salpingitis,  depriving  the  mucous  membrane  of  the 
I'allopian  tube  of  its  ciliated  epithelium.  According  to  this 
view  the  ovum  is  thereby  retarded  in  the  tube  instead  of 
passing  on  into  the  uterus.  Similarly  the  access  of  sperma- 
tozoa to  the  tube  will  be  facilitated  by  the  loss  of  the  ciliated 
epithelium.  This  explanation  would  accord  well  with  the  fact 
that  the  patients  in  whom  extra-uterine  pregnancy  occurs 
have  generally  been  sterile,  either  absolutely  or  for  some 
considerable  time.  Pelvic  peritonitis,  the  result  of  sal- 
pingitis, is  undoubtedly  one  of  the  commonest  causes  of 
sterility.  In  many  such  cases  the  fimbriated  openings  of 
the  tubes  are  completely  scaled  up  by  adhesive  peritonitis, 
and  then,  of  course,  the  patient  is  absolutely  sterile.  But 
short  of  this,  adhesions  round  the  ovaries  and  in  the  neigh- 
bourhood of  the  openings  of  the  tubes  must  interfere  to 
some  extent  with  the  passage  of  ova  into  the  Fallopian 
tubes  when  discharged  from  the  Graafian  follicles. 

Mr,  Bland  Sutton  believes  "  that  a  healthy  Fallopian  lube 
is  more  liable  to  become  gravid  than  one  which  has  been 
inflamed."  It  would  seem  to  follow  from  this  that  a  healthy 
normal  woman  is  more  liable  to  an  abnormality  than  an 
unhealthy  abnormal  woman,  which,  though  possible,  seems 
unlikely.  Nor  does  Mr.  Sutton's  dictum  go  well  with  the 
undoubted  fact  that  in  many  cases  there  is  an  antecedent 
period  of  sterility.  For  in  that  case  it  would  appear  to 
follow  that  women  with  normal  Fallopian  lubes  are  more 
liable  to  long  periods  of  sterility  than  those  with  unhealthy 
lubes,  which  is  certainly  not  the  fact.  On  the  whole  it 
appears  to  me,  therefore,  to  be  premature  to  dismiss  the 
occurrence  of  previous  salpingitis  from  the  list  of  causes 
predisposing  to  extra-uterine  pregnancy. 


i. 
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Course  and  Progrfu. 

When  a  fertilised  ovum  has  lodged  in 
it  may  either— 

1.  From  an  early  period  degenerate  into  a  mole, 
there  are  tQbal  moles  as  well  as  uterine  moles. 

According  to  Mr.  Bland  Sutton,  who  has  devoted  much 
attention  to  this  [lart  of  the  suliject,  and  done  much  to 
elucidate   it,  tubal   moles  are  due  to  "  lilood  extravasated 
from  the  circulation  of  the  embryo  into  the  sub-chorii 
chamber."     Or — 

2.  Tubal  abortion  may  take  place.  \\'hen  the  ovui 
lodged  in  the  outer  part  of  the  Fallopian  tube,  changes 
generally  take  place  in  the  neighbourhood  of  the  fimbriated 
opening  of  the  ll^be,  which  as  a  rule  lead  to  its  closure. 
This,  according  to  Mr.  Sutton,  generally  occurs  before  the 
eighth  week,  While  the  fimbriated  end  of  the  tube  con- 
tinues open,  it  is  easy  to  imagine  how  the  ovum  may  be 
discharged  through  it  into  the  peritoneum.  When  this 
occurs,  the  patient  is  said  to  have  had  a  tubal  abortion.  The 
ovum  may  be  discharged  entire  into  the  peritoneal  cavity, 
with  more  or  less  severe  intra-peritoneal  hemorrhage;  or 
several  successive  intra-peritoneal  hfcmorrhages  may  occur, 
the  ovum  still  remaining  in  the  Fallopian  tube.  This  would 
be  an  instance  of  threitlened  tubal  abortion^  analogous  to 
what  occurs  when  abortion  is  threatening  in  a  case  of  uterine 
pregnancy. 

In  tubal  moles  there  may  or  may  not  be  an  amniotic 
cavity  to  be  seen  on  cutting  the  mole  across ;  and,  as  in 
uterine  moles,  there  may  or  may  not  be  some  trace  of  the 
fcetus  to  be  seen.  When  there  is  no  anmiotic  cavity 
visible,  the  real  nature  of  the  mass  may  be  ascertained  by 
cutting  sections  of  it  and  examining  them  for  chorionic  villi. 
(See  Plates  III.  and  IV.)     In  some  cases  ehaggy  piojecttoi 
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consisting  of  chorionic  villi  can  be  distinctly  recognised 
with  the  naked  eye  on  the  outer  surface  of  the  mole.  In 
cases  where  rupture  of  the  tube  has  occurred  these  shaggy 
projections  may  often  be  seen  protruding  from  the  rent 
(Fig.  124).     Or— 

3-  The  ovum  may  continue  to  develop  in  a  fairly  normal 
manner  for  a  time.  At  length,  owing  to  thinning  of  the 
Fallopian  tube,  and  continued  increase  in  the  size  of  the 
ovum,  a  time  comes  when  the  wall  of  the  Fallopian  tube 
gives  way. 

According  to  Mr.  Lawson  Tait  the  gravid  Fallopian  tube 
always  ruptures  before  the  fourteenth  week;  but  it  often 
ruptures  at  a  much  earlier  date.  The  rupture  may  be 
intra-peritoneixl  or  cxtra-pefiloiKal.  If  tlie  tube  ruptures  at 
some  part  of  its  circumference  covered  by  the  peritoneum, 
then  we  have  intra-peritoneal  rupture,  and  haemorrhage 
occurs  into  a  space  the  capacity  of  which  may  for  practical 
purposes  be  regarded  as  unlimited.  On  the  other  hand 
the  tube  may  rupture  at  that  |)art  of  its  circumference 
which  is  not  covered  by  peritoneum,  and  ties  towards  the 
space  between  the  byers  of  the  broad  ligament.  We  then 
have  an  extra-peritoneal  rupture,  and  the  blood  is  poured 
out  into  a  relatively  small  space  the  capacity  of  which  is 
limited,  so  that  the  amount  lost  is  inconsiderable  compared 
with  what  is  lost  in  the  former  case. 

Mr.  Sutlon  says  that  intra-peritoneal  rupture  is  three  times 
as  common  as  the  extra-peritoneal  variety. 

As  regards  inlra-pcriloncal  rupture,  in  early  cases  the 
ovum  may  be  expelled  with  more  or  less  blood  into  the  peri- 
toneum. If  the  quantity  of  blood  is  not  great,  the  patient 
does  not  die.  The  effused  blood  forms  a  pelvic  hematocele, 
and  the  whole  mass  is  ultimately  absorbed. 

In  more  advanced  cases  the  ovum  is  not  always  expelled, 
at^alljevents  completely,  and  more  or  less  lisemorrhage  may 
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coniinue  for  some  time.  In  some  cases  of  my  own,  where  ' 
the  fcetus  has  been  of  eight  to  ten  weeks'  development,  the 
ftetus  has  been  expelled  into  the  peritoneum,  while  the 
placenta  has  remained  wholly  or  partially  attached  within 
the  tube.  It  is  important  to  oliserve  that  rupture  of  the 
Fallopian  tube  may  be  met  with  in  cases  of  tubal  mole  as 
well  as  in  those  where  the  tube  contains  a  recognisable 
fcetus.  It  should  also  be  borne  in  mind  that  rupture  may 
occur  even  when  the  fimbriated  end  of  the  tube  is  patent. 

As  regards  extrti-peritoitfal  rtif>ture,  hemorrhage  occurs 
into  the  space  between  the  layers  of  the  broad  ligament,  and 
the  ovum,  gradually,  as  Mr.  Sutton  insists,  finds  its  way  into 
the  loose  tissue  lying  ijetween  those  layers.  It  may  now 
die  and  cause  no  more  danger.  This  is  probably  what 
generally  happens  in  cases  of  extra-peritoneal  rupture. 
Exceptionally,  however,  the  ovum  retains  its  vitality,  and 
.  continues  its  development  between  the  layers  of  the  broad 
ligament.  All  advanced  cases  of  extra-uterine  pregnancy 
have  originated  in  this  way — that  is,  the  ovum  has  survived 
an  extra-peritoneal  rupture  of  the  tube,  and  has  continued  its 
growth  outside  the  peritoneum.  As  the  resulting  extra- 
peritoneal gestation  develops  it  pushes  the  peritoneum 
before  it,  and  may  thus  detach  the  peritoneum  from  the 
anterior  abdominal  wall. 

In  cases  of  advanced  extra-uterine  gestation,  which  originate 
as  described,  it  is  a  matter  of  great  importance  whether 
the  placenta  is  situated  below,  with  the  fcetus  above ;  or 
whether,  on  the  other  hand,  the  placenta  is  at  the  highest 
part  of  the  sac,  and  the  foetus  below  it.  The  latter  relation 
is  much  the  more  dangerous  for  the  mother. 

In  both  cases  the  sac  is  liable  to  an  intra-peritoneal 
rupture.  If  the  placenta  is  situated  above,  at  the  highest 
point  of  the  sac,  this  accident  is  attended  with  very  severe, 
and  probably  fani,  hsemorrhage.     If  the  placenta  is  situated 
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below,  rupture  of  the  sac  allows  the  escaiie  of  the  liquor 
amnii  and  of  the  fcetus  into  the  peritoneum.  Thus  the 
foetus  may  be  found,  and  has  been  found,  free  among  the 
intestines. 

In  the  event  of  an  advanced  extra-utetine  gestation  pro- 
ceeding to  term  without  fatal  rupture  a  kind  of  spurious 
labour  occurs,  after  which  the  ftetus  dies,  and  undergoes 
mummification,  or,  by  the  deposit  of  calcareous  salts,  con- 
version into  a  lithopxdion. 

A  case  is  on  record  where  a  patient  survived,  carrying 
within  her  an  extra-uterine  fcetus  of  this  kind  for  fifty-two 
years. 

In  many  of  these  advanced  cases,  however,  when  the  death 
of  the  fcetus  has  occurred,  after  a  longer  or  shorter  time  the 
extra-uterine  sac  becomes  infected  from  the  intestines,  and 
undergoes  suppuration.  The  resulting  abscess  ultimately 
opens  spontaneously  t  it  may  burst  into  the  bowel,  the  bladder, 
the  vagina,  or  even  through  the  uterus.  It  may  also  open 
externally.  Fceial  bones  are  discharged  at  intervals  through 
the  opening.  I  have  myself  removed  portions  of  the  parietal 
bones  which  had  become  impacted  in  the  rectum  in  a  case 
of  this  kind.  Sometimes  the  spontaneous  opening  of  such 
abscesses  is  spoken  of  as  secondary  extra-peritoneal  rupture. 

The  following  is  an  account  of  a  case  of  gestation 
occurring  in  the  interstitial  portion  of  the  Fallopian  tube : — 

A.  1).,  age  34,  hnd  had  six  children,  the  last  about  a  year  and  len 
months  before  admission.  At  ilie  time  ihe  acddeni  happened  sVie 
believed  hcraelflo  be  Ave  months  pregnant.  She  had  not  menstrualed 
for  five  months.  Nothing  had  occurred  during  ihe  pregnancy  different 
from  what  she  had  experienced  on  olher  occasions.  On  October  taih, 
about  3  p.m.,  while  going  upstairs,  she  was  suddenly  seized  with  severe 
pain  in  the  abdomen,  and  became  rapidly  blanched  and  collapsed. 
Wben  ihe  paJn  seized  her,  she  felt  as  if  somethiug  had  given  way  in  the 
abdomen,  and  staled  that  she  beard  a  crack.  Vomiting  occurred  soon 
after.     She  wts  seeu  by  tome  one  from  a  ueightioiuiDg  dispensaryj  but 
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le  U  once  recr^niscd  Ihe  gataj 
of  the  case,  md  brouehl  ibc  palienl  up  to  tlie  London  Hospital    Sht 
was  admilted  about  one  o'clock  in  fhe  moniiog,  and  sliorti,  aftermudi 
aucheur,  senl  for  me,     Ulien  1  s 


Mr.  Blaxland,  the  rcsldi 


Fio.  lai.— The  Ui 


uf  Inlctslitio]  Tuba 


The  uterus  has  been  laid  open  along  the  anterior  aspect ;  a  g 
(£'J  has  been  passed  from  the  cavity  of  the  gestation  sac  into  t£ 
of  ihe  atcnis.  F.F.  point  by  dolled  lines  to  the  thick  deckjua  li 
cavity  of  the  uterus.    The  specimen  is  in  the  London  tlospital  Mtn 

CUE  about  a  quarter  past  Imto,  the  patient  « 
t  was  told  she  had  been  kuk  time  befoTe.  She  was  able  to  ai 
questions,  and  in  facl  supplied  most  of  the  liictory  tliat  haa  been  al 
given.    The  puke  Wat  small  and  compressible 


I,  and  complaincil  of  pain  over  the  abdoroni. 
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abdomen  was  tender.  The  palient  was  very  fat  (subsequently  il  was 
found  there  were  two  inches  oF  fat  in  the  abdomina.1  will),  and  nothing 
detinite  was  made  out  hy  palpation.  She  was  then  examined  under 
chlorarorm,  her  own  consent  and  that  of  her  husband  havitig  been 
previously  obtained  to  an  operation  if  it  should  be  thought  desirable. 
Even  under  chloroform  the  examination  was  unsatisfncloty.  The  abdo- 
men, on  palpation,  had  an  indistinctly  "  itoughy  "  feeling.  On  vaginal 
eiamination  the  uterus  was  made  out  to  be  much  smaller  than  would 
correspond  to  a  Jive  months*  pregnancy,  and  !t  had  not  the  globular 
shape  of  the  pregnant  uterus.  There  was  slight  oozing  of  blood  from 
the  OS  uteri.  According  to  the  history  there  bad  not  been  more  than  a 
mere  (race  of  blood  lost  from  Ihc  vagina. 

This  being  the  slate  of  the  case,  it  will  be  seen  that  the  diagnosis 
presented  very  great  diHicHlty.  First,  as  regards  the  existence  of 
pregnancy  at  all,  there  was  nothing  to  rely  on  but  the  patient's  own 
stalement.  It  is  true  there  was  a  little  milk  in  the  breasts ;  but  in  a 
woman  who  had  had  a  child  only  twenty  months  previously,  and  had 
suckled  it,  [his  of  course  was  worth  very  little.  The  fo:tus  could  not 
be  felt  on  palpation  of  ihc  abdomen  ;  ami  by  vaginal  exaitiination 
it  was  certainly  ascertained  that  the  uterus  did  not,  at  the  time  of 
examination,  contain  an  ovum  of  anything  like  five  months' development. 
Again,  considering  the  question  of  tubal  relation,  according  to  the 
patient's  account,  she  was  five  months  ptegnani,  and  had  not  men- 
struated during  that  time,  nor  suffered  from  any  pain  in  the  abdomen  ; 
whereas,  had  it  been  a  case  of  tubal  fttatioQ,  we  should  eitpect  rupture  to 
have  taken  place  at  least  two  months  earlier,  and  also  that  there  would 
have  been  a  history  of  irregular  hxinorrhage  and  more  or  less  pain. 

I  came  to  the  conclusion  that  the  best  plan  would  be  to  make  an 
exploratory  incision,  as,  even  if  the  dingnosis  should  turn  out  to  be 
wrong,  the  patient's  risk  would  not  thereby  be  much  increased.  On 
opening  the  peritoneum,  it  was  found  to  contain  a  targe  quantity  of 
blood  and  recent  clot,  and  the  hand  came  upon  a  tietus  aud  placenta 
lying  loose  among  the  intestines.  Tlie  fcttua  lay  (nuch  nearer  the  liver 
than  the  uterus,  the  placenta  being  midway  between  the  fietas  and  the 
uteros.  The  membranes,  which  were  twisted  into  the  form  of  a  band, 
passed  downwards  and  to  tlie  left,  and  were  found  to  lead  to  a  tear  m 
the  left  side  of  the  fundus  uteri.  The  rent  was  still  bleeding  a  little. 
The  foetus,  phicenta,  and  blood-clots  were  removed,  and  the  tear  in  the 
uterus  stilchal  with  deep  sutures  of  silvet  wire  and  superficial  catgut 
ss.    A  glass  drainage-tube  was  insetted  at  the  lower  angle  of  the 
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the  litems,  it  became  al  once  evident  ihal  the  ftetus  had  never  been 
in  ulirn  at  all.  The  cavity  of  the  body  of  the  ulenis  was  liiie<I  by  a 
decidua  fiom  one  quarlei  10  Ihree-eigbtbs  of  an  inch  thick,  in  places 
partly  detached.  A  glass  rod  passed  from  the  cavity  of  the  uterus 
through  an  aperture  correspooding  in  position  to  the  inner  end  of  the 
left  Fallopmn  tube,  and  appeared  at  the  inner  end  of  the  Xvu  in  the 
fundus.  Evidently  then  the  ovum  had  developed  in  that  pari  of  the 
left  Fallopian  tube  which  passes  through  the  wall  of  the  uterus  j  that  is 
to  say,  it  was  a  case  of  interstitial  gestation.  The  tear  extended  from 
the  point  where  the  left  Fallopian  lube  entered  (he  uterus  inwards, 
and  a  little  backwards  across  the  fundus.  The  tear  was  two  and  a 
quarter  inches  long  and  two  inches  deep.  At  the  inner  end  of  the 
cavity  formc<!  by  the  tear,  looked  at  from  above,  was  a  round  hole, 
about  three-sixteenths  of  an  inch  in  diameter,  whith  led  into  the  cavity 
of  the  uterus.  The  whole  uterus  measured  six  and  a  quarter  inches  in 
length.  The  width  between  the  Fallopian  tubes  was  about  live  inches. 
The  fiEtus  removed  was  exactly  eight  inches  long. 

Diagnosis  and  treatment. — Before  rupture  of  the  tube, 
It  not  infrequently  happens  that  there  are  absolutely  no 
symptoms  leading  the  patient  to  seek  advice,  so  that  no 
opportunity  is  given  us  of  making  a  diagnosis.  In  the  case 
just  described,  a  typical  example  of  interstitial  gestation, 
there  were  no  symptoms  of  anything  being  wrong,  and  the 
patient  thought  herself  five  months  advanced  in  a  nonnal 
pregnancy  when  the  fatal  rupture  occurred. 

Still,  in  some  cases  there  are  symptoms ;  and  these,  in 
conjunction  with  certain  physical  signs,  to  be  more  particu- 
larly referred  to  immediately,  will  sometimes  enable  us  to 
thake  a  shrewd  guess  at  the  cause. 

The  symptoms  that  may  be  expected  are  symptoms 
common  in  early  pregnancy,  uterine  or  exlra-uterine  :  as 
pains  in  the  breasts  and  morning  sickness;  menstruation 
may  be  completely  absent,  as  in  normal  pregnancy  (it  was 
so  in  the  case  of  interstitial  gestation  referred  to  above),  or 
there  may  be  more  or  less  irregular  hjemorrhages ;  colicky 
pain  in  one  or  other  iliac  fossa  is  another  symptom  of  some 
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signiticince.     Perhaps  a  decidual  cast  of  the  uterus  may  be 

discharged. 

If  a  patient  were  to  come  with  the  symptoms  referred  to, 
and  if  in  addition  we  found  the  vagina  and  vaginal  portion 
of  the  cervix  bluish,  the  cervix  enlarged  and  soft,  the  os  uteri 
patulous,  and  the  uterus  somewhat  enlarged,  and  perhaps 
less  movable  than  normal ;  and  if,  besides,  bimanually  a 
swelling  were  to  be  detected  in  the  pelvis,  especially  to  one 
side,  and  if  also  there  were  pulsation  to  be  felt  in  the  region 
of  the  swelling ;  if  also  there  were  changes  in  the  breasts, 
and  if  the  patient  is  over  twenty-five  and  has  never  been 
pregnant,  or  at  all  events  some  considerable  time  has 
elapsed  since  the  last  pregnancy, — the  probability  of  the 
presence  of  an  unruptured  extra-uterine  gestation  sac  will 
Ire  sufficiently  strong  to  warrant  a  careful  consideration  of 
operative  interference — exploratory  abdominal  section — and 
if  a  tubal  fcetation  be  found,  it  can  be  dealt  with. 

I  have  once  had  the  good  fortune  to  meet  with  a  case  of 
this  kind  ;  and  having  made  the  diagnosis  of  tubal  pregnancy, 
I  operated  on  it  successfully  before  rupture  of  the  tube 
had  occurred.  The  case  was  recorded  in  the  Lancet  (1895, 
vol.  i.,  p.  858),  and  the  notes  are  as  follows  : — 

Case  of  Tubal  Gestation,  diagnosed  before  Rupture.     Opera- 
lion:  Removal  of  Fmtus  and  Sac.     Recovery. 

L.  W.,  a  married  woman,  aged  34,  wx.s  admitled  into  Davis  Ward  of 
the  London  Hospital  oa  Fubruiuy  24Ih,  1B94,  complainingoT severe  pain 
in  the  back  and  left  iliac  region. 

Family  history.— Yier  father  and  molher  both  died  of  "fits";  two 
sisters  and  one  brother  are  living  and  healthy.  There  it  no  history  of 
tuttercle. 

rirsana!  kisfary.—The  patient  is  Ihlrly-four  years  old.  She  now  Uvei 
in  Bow,  and  has  ilways  lived  in  London.  She  was  married  at  the  age  of 
nineteen,  and  has  had  two  children.  The  first  child  was  bom  ten  months 
after  marriage,  and  died  in  eight  days.    The  second  child  was  bom 
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fqurteen  years  ago,  and  is  still  living.  Bolh  confinemenls  were  easy. 
Seven  yea.rs  ago  she  had  ooe  miscarriage  vrlicn  Iwd  months  jiregnant. 
She  does  no  work  beyond  her  housework. 

Calamtnia  appeared  al  thirteen  ;  were  regular  every  four  weeks  .ind 
normal  in  amount  and  colour  up  to  two  months  ago,  since  when  she 
has  seen  nothing.    She  menslniBted  regularly  while  suckling. 

Pratnl  illness. — This  began  about  January  1st,  1894  ;  she  then  felt 
very  sick,  retching,  but  not  actunlly  vomiting.  About  this  time  she  had 
severe  pain  starting  in  the  left  iliac  region,  extending  to  Ihe  back,  and 
goii^  across  to  the  right  side  of  the  abdomen.  She  remained  in  Bromley 
Sick  Asylum  from  January  19th  for  three  weeks,  but  oblained  no  relief. 
A  week  later  she  came  to  the  London  Hospital,  and  wasadmitled.  The 
pain  in  the  lower  abdomen  has  been  felt  throughout;  it  appears  con- 
stant, not  worse  at  nighl  Ihon  in  Ihe  day,  and  it  does  not  shoot  down 
the  thighs,  but  is  particularly  severe  when  patient  goes  to  stool.  On 
February  I2lh  she  lirst  noticed  a  discharge,  slight  in  quantity  at  litsl, 
of  a  reddish-brown  colour,  and  not  offensive.  This  has  continued  up 
to  ihe  present  time.  It  has  not  increased  in  quantity,  and  as  regards 
colour  it  has  remained  the  same.  She  thinks  she  is  occasionally  bigger 
in  the  left  iliac  region  than  at  other  times,  but  she  has  not  herself  noticed 
any  definite  swelling.  She  feels  sure  het  breasts  have  been  gelling 
bi^er  lately.  She  is  sick  at  times  ;  the  sickness  occurs  at  night  and 
during  the  day,  without  any  relation  to  meals.  No  pain  is  felt  in  the 
vagina,  but  there  is  considerable  pain  in  the  "  back  .passage." 

Slalt  an  ai/miijim.— She  is  rather  pale,  bal  there  is  no  marked  an^Emia. 
The  pulse  is  70,  and  regular  i  the  tongue  is  clean  and  moist ;  the  bowels 
ate  not  confined  ;  and  the  temperature  is  normal.  Urine  is  acid,  ainlier, 
s.g.  1022 ;  il  contains  no  albumen  or  sugar.  On  abdominal  examina- 
lion  nothing  abnormal  can  be  fell.  On  vagina]  examination  the  ulenis 
is  found  lo  be  distinctly  enlarged,  apparently  uniformly  ;  the  cervix  is 
soft  and  blue  ;  Iheuterus  isfreelymnvable  ;  the  sound  passes  3I  inches, 
with  the  carve  forwards.  A  swelling  about  Ihe  size  of  an  orange,  but 
less  regular  in  ontline.  occupies  the  left  side  of  the  pelvis  :  this  swelling 
has  a  fair  range  oF  mobility.  The  breasts  arc  firm  ;  on  both  sides  fluid 
can  be  squeezed  out-^that  on  the  left  side  is  distinclly  milky. 

Pragrtis,  Marih  5/A.— She  is  quite  delinile  in  her  slalement  that 
she  was  regular  up  tp  Christmas,  1893.  when  the  last  menstrual  period 
occurred.  The  quantity  was  slight,  Ihe  period  lasting  three  days  ;  pre- 
viously the  period  usually  lasted  seven  days.  She  is  under  the  impression 
that  the  breasts  were  larger  in  January  than  now.     Since  Christmas  she 
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The  lower  figure  represents  ihc  Fallopian  lubr  removed 
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No  blood  WIS  seen  on  openiag  the  periloneal  cavity.  The  uterus  early 
came  into  view,  of  purplish-retl  colour ;  il  wis  considerably  enlarged, 
feeling  pulpy,  aod  su^esti:^  i.  pregnant  uterus.  On  passing  Ibe  hand 
down  to  the  left  aide  of  the  pelvis  a  swelling  wafi  felt,  about  the  size  of 
an  orange,  which  burst  on  Bllempting  to  draw  it  out,  and  a  fetus  (about 
three  mouths)  was,  so  to  speak,  shot  out  of  the  wound,  a  little  clear  fluid 
escaping  at  the  same  time.  The  Fallopian  tube  was  held  ap,  the  broad 
ligament  was  Iranstixed  and  tied  with  the  Staffordshire  knot,  and  a  single 
ligature  was  passed  round  the  wholepedicle.  The  tube  was  then  cut  away. 
One  or  two  separate  pieces  of  placenta  about  the  size  of  a  penny  came 
up  on  sponges  ns  the  peritoneal  cavity  was  sponged  out  [one  of  these  is 
figured  above).  The  wound  was  completely  closed  without  drainage. 
The  patient  made  an  uneventful  recovery. 

As  to  the  diagnosis  at  the  time  of  rupture  of  the  sac, 
this  will  usually  hs  sufficiently  clear  if  the  rupture  lakes 
4ilace  into  the  peritoneal  cavity.  The  patient  will  be 
suddenly  seized  with  severe  pain  in  the  abdomen,  and  will 
probably  soon  show  the  usual  symptoms  of  serious  internal 
haemorrhage.  This  will  be  quite  enough  to  warrant  an 
immediate  exploratory  operation,  if  it  appears  that  the 
condition  of  the  mother  is  not  too  unfavourable,  and  all 
the  circumstances  for  doing  an  abdominal  section  are  con- 
venient. In  regard  to  these  cases  Mr.  Tait  says  ;  "  Absolute 
accuracy  of  diagnosis  in  the  abdomen  is  very  far  from 
being  possible;  only  the  ignorant  assert  that  it  is."  It  must 
be  remembered,  when  tlie  question  of  operation  is  being 
considered,  that  undoubtedly  many  cases  left  to  nature 
recover,  since  typical  cases  of  pelvic  hiematocele  (now 
known  to  be  due  to  e.xtra-uterihe  pregnancy)  generally 
recover.  Again,  when  the  condition  of  the  patient  is 
actually  extremely  bad,  when  she  first  comes  under  ob- 
servation, an  immediate  operation  of  a  severe  character 
destroys  the  very  slender  chances  she  might  have  had  of 
1  spontaneous  recovery.  The  kind  of  case  1  mean  is  when 
there  is  profound  anaemia,  and  a  rapid,  feeble  pulse,  say  120 


to  140,  and  especially  when  from  the  histurj  and  s^nstt 
appears  probable  that  the  intra -peritoneal  hxmonhage  has 
occurred  some  time,  a  day  or  more,  before  the  case  is  seen. 
Probably  the  bleeding  has  sloj^d,  and  the  best  thing  for 
the  patient  is  not  to  operate,  but  to  keep  her  at  absolute 
rest,  and  to  try  to  improve  her  condition  in  every  possible 
way.  The  cases  in  which  laparotomy  is  justitiable  are 
especially  those  where  the  symptoms  and  signs  make  the 
nature  of  the  case  clear,  and  where  the  rupture  has  only 
occurred  very  recently,  a  very  few  hours  before  she  is  seen — 
where  also,  although  the  hiemorrhage  has  been  serious,  still 
the  condition  of  the  patient  is  yet  far  from  desperate. 
Even  then  one  cannot  avoid  the  conclusion  that  many 
such  coses  would  recover  well  without  operation.  There 
is  no  doubt  a  widespread  belief  that  most  cases  of  eictra- 
uterine  pregnancy  require  abdominal  section.  Nothing 
could  be  more  erroneous;  and  if  such  were  to  be  the  rule 
of  practice,  it  would  have  been  better  for  the  patients  if 
the  pathology  of  extra-ulerine  pregnancy  had  remained  10 
obscurity.  These  remarks  do  not  apply  to  operation  b^ort 
rupture  of  the  tube. 

I  think  most  probably  both  Mrs.  S.  M.  and  Mrs.  F.  F., 
and  perhaps  Mrs.  C,  whose  cases  are  given  here,  might 
have  recovered  without  operation,  and  in  similar  cases  in 
future  I  should  not  advise  operation. 

The  following  case  was  one  in  which  a  tubal  mole  caused 
an  intra-peritoneal  rupture  of  the  tube  : — 


Tubal  Mole.     Intra- Peritoneal  Rupture,  with  Profuse 
Hemorrhage.     Abdominal  Section.     Recmery. 

Mr?.  C,  34  years  of  age,  who  had  been  matried  eleven  years,  was  seen 
by  me  in  consultation  with  Dr.  R.  Ambrose,  M.P.,  on  March  iglh,  1896, 
at  3.30  p.m.  She  had  had  two  childien,  the  last  sin  years  ago  ;  both 
hcT  confiDements  were  quite  DaturaL     Sbe  had  had  one  miscairiage  si 
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about  Ihe  sUtb  or  eighth  week  four  years  ago.  She  got  up  immediately 
after  the  miscarriage,  but  wtnt  back  to  bed  two  days  ofterwardE,  aad 
remained  in  bed  Tor  six  weeks.  She  was  then  admitted  into  a  hospital, 
and  remained  there  for  six  weeks  longer  on  account  of  what  she  was 
told  was  peritonitis.  Ab  regards  her  present  illness,  she  had  menstruated 
regularly  every  four  weeks  till  about  two  months  previously.  January 
25th  was  the  last  day  of  the  last  period.  From  that  time  she  "saw 
nothing"  until  March  igth,  the  day  on  which  I  was  called  in  lo  see 


esponding  ovaiy  removed. 
A.  Dilated  Fallopian  tube.      C.   Cut  *dge,   where  tiibc",has"  been 

rned  after  removal  :  the  dark  portion  (ZJ)  10  the  right  is  the  mole. 
Fringes  of  placcnUl  tissue  projecting  ihroueh  (he  rent  (^)  'hat 
occurred  spontaneously.  G.  Narrow  end  of  Fallopian  tube,  where  it 
was  cut  off  at  the  operation.  O.  Right  ovary.  P_  Pro,!*  passed 
through  fimbriated  end  of  tube,  which  was  open,     /f-  Fiinbril. 

her.  For  two  weeks  previous  to  this  dote  she  had  had  conslnnl  pain 
in  the  right  iliac  r^on,  and  several  attacks  of  slight  fainlness,  but  she 
been  obliged  to  keep  in  bed.  On  March  19th,  when  she  gr- 
ip, while  she  was  dressing  she  was  sei«d  with  severe  pain  in 
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iliac  regioti,  accompanied  by  a  severe  allack  of  faiatness,  and  sbeoi 
to  be  HSiialed  back  into  tied.  At  this  Lme  she  had  a  sligbt  Iok  vI 
blood,  ihis  being  the  fiisl  occun-ence  of  any  hn^monhagic  dischai|^ 
since  the  last  raenitiual  period  (January  isi*")-  I  s"*  ^"  for  the  fifst 
time  at  3.30  p.m.  on  March  iQlh,  when  the  paniculars  of  the  cue 
alrradjr  given  were  ol>tBined.  The  patienl  at  that  time  wu  extremely 
pale,  the  pulac  »as  108,  and  (here  was  a  marked  tendency  lo  syncope 
on  the  slightest  exeninn.  It  happened  that  the  head  of  the  bed  was 
towanls  the  window,  and,  in  order  to  make  a  more  salisraclory  eaa- 
minaiion,  1  had  the  patient  moved  so  that  her  head  was  at  the  foot  of 


Nalured  list  o/original. 

Fig.  125.— Case  of  Mrs.  C.    Right  Fallopian  tube  laid  open  abov^ 

ihowine  D,  Lbe  mole.     £.  Part  of  the  same,  consisting  of  spongy  tissue 

protruding  through  the  rent  that  occurred  spontaneously.     C.C.  Cut 

edges  of  dilated  Fallopian  tube.     G.  Inner  end  of  lube. 

the  bed.  While  doing  this  she  almost  tinted  away,  the  pube  stoppii^ 
for  a  few  seconds.  On  examining  the  abdomen  there  was  some  fulness 
about  the  hypogastric  region,  and  an  indistinct  sensalioo  of  a  swelling 
there  and  in  the  right  iliac  region.  But  the  lower  abdomen  was  ex- 
tremely tender,  10  that  no  very  complete  examination  could  be  made. 
On  vaginal  examination,  there  was  a  little  recent  blood  in  the  vagioar 
the  uterus  was  distinctly  less  movable  than  normal,  and  there  was  an 
indistinct   swelling  to   the  right   of  it.      'i'he  breasls  hod  an   active 
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n|ipearance.  It  appeared  to  me  that  the  case  was  one  of  ruptured 
tuba!  pregnancy,  and  as  the  surroundings  of  the  patient  were  somewhat 
inconvenient  in  the  event  of  operation  I  had  the  patient  removed  in  an 
ambulance  to  the  London  Hospital.  I  saw  her  again  at  g  p.m.  on  the 
same  evening ;  her  condition  llien  was  decidedly  worse  than  when  1 
had  seen  her  earlier  in  the  afternoon  ;  the  pulse  especially  was  weaker 
and  more  frequent  It  liad  been  Io8  in  (he  afternoon  at  half-past 
Ihtee,  whereas  at  nine  o'clock  it  was  120  and  decidedly  smaller.  I 
thought    thai    abdominal   section   was  the  light   procedure,   and   the 


Natural  tize  ef  original. 
Fit;.  126.— Case  of  Mn.  C.   The  Uterine  Appendages  of  the  Left  Side. 
also  removed  at  the  same  operation. 
A.  Left  Fallopian  lube  dilated  and  containing  blood-clot  (hemato- 
salpinx).    H.  Traces  of  fimbriie  belonging  10  outer  end  of  lube,  which 
waa  cltMcd.     O.  Left  ovary.     C.  Inner  cut  end  of  lube. 

patient  and  her  friends  readily  agreed  that  it  should  be  ioot.    Om 


opening  the  abdc, 
peritoneal  cavity  ;  < 
lube  was  drawn  u| 
enlarged.  There  v 
spongy  substance  ' 
gcnng  on.      The    r 


'  agreed  Ibal  it  should  be  <laM.  %tm 
II,  uicic  was  a  large  quantity  of  blood  bme  m  (h* 
11  passing  the  hand  down  to  the  rigbt.  A*  ^ilM 
to  the  wound,  and  was  seen  lo  be  cinleiiMji 
IS  a  rent  in  it  somewhat  anteriMtjr,  1mm  wUeh  t 
as  protruding ;  at  this  point  M — '-'  —  --" 
erine   appendages   o"  ••*■•   "■*■ 
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removed  in  Ibc  usual  way  ;  the  uterus  was  observed  to  be  cttnnilenblj 
and  unirormly  enlaced,  and  indeed,  as  one  hu  obseirrd  in  several 
similar  cues,  had  all  the  appearance  of  Ibe  prq^iaitt  utems.  On 
examining  ihe  appendiiges  on  tlie  left  side,  it  Has  found  (hat  Iheie  wete 
by  no  means  normal,  for  the  left  Fallopian  tube  was  considerahl; 
dilated,  being  an  inch  oi  more  in  diameter,  and  accordingly  I  also 
remoired  the  appendages  on  the  left  side.  The  abdotnen  was  washed 
out  with  warm  saline  solution  repeatedly,  litl  all  the  dot  and  blood 
which  hail  been  elTused  seemed  to  have  bfcn  washed  away.     A  Keith's 


4] 

Natural  size  Bfuri^nal.  ^H 

w  C.    Left  Fallopian  Tube  dilated  and  contdn^PI 


Fig,  117.— Case  nf  Mis. 

G.  Inner  end  of  tube.  C.  C.  Cut  edges  of  dilated  lube  where  it  his 
been  laid  open.  The  walls  of  the  dilalal  lube  are  thin,  and  the  clol  is 
not  adherent  to  the  inner  surface  of  the  tulie. 


lube  was  inserted,  and  the  rest  of  the  abdominal  wound  closed  in  the 
usual  manner.  The  patient  mode  an  uninterrupled  recovery  j  the 
temperature  alter  the  operation  was  only  once  a1x>ve  101°  F.,  and  that 
nn  Match  iznd.  I  saw  this  patient  on  May  zSth,  when  she  came 
to  report  herself  at  the  hospital ;  she  was  then  ijuite  well,  and  (he 
alidominal  wound  was  soundly  healed. 

iJii  cKamining  the  appendages  removed,  there  was  a  large  corpus 
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lateum  in  Ihe  right  ovary  about  ihree-qumleTS  o!  an  inch  in  diameter  1 
the  tight  lube  had,  as  already  mentioned,  raptured  interiaily,  and 
from  the  tent  a  small  portion  of  spongy  tissue  was  projecting.  Sub- 
sequent exajDiaation  of  a  section  of  this  spongy  tissue  showed  that  it 
toTitained  an  abundance  of  chorionic  villi.  (See  Plates  III.  and  IV.) 
The  tube  itself  contained  a  hard  clot,  which,  before  the  tube  was  opened, 
lelt  as  if  it  might  have  been  a  fiElus ;  but  no  foetus  was  found.  The 
fimbriated  exttemily  of  the  right  tube  was  open.  The  left  Fallopian 
lube,  which  was  considerably  dilated  also,  was  found  on  section  to 
contain  a  firm  blood-clot,  not  attached  to  the  inner  surface  of  the  tube. 
The  wall  of  the  left  tube  was  extremely  thin,  veiy  much  thinner  Ihan 
the  wall  of  Ihe  right  Fallopian  tube.  The  left  ovary  was  somewhat 
large,  but  contained  no  corpus  luteum.  The  fimbriated  extremity  of 
the  left  tube  was  closed. 

The  following  case  is  an  example  of  tuba!  gestation  with 
intra-perttoneal  rupture  at  about  the  third  month  : — 

Mn.  N.,  a  married  lady,  aged  28,  ivas  seen  by  me  in  consultation  on 
April  isl,  1S93.  Her  history  was  as  roUowsi — She  had  been  mairied 
twice — the  second  time  a  year  and  eight  months  ago.  She  had  had 
one  confineraent  seven  or  eight  years  ago,  and  was  said  to  have  had 
three  miscarriages  since  her  second  marriage.  She  come  on  "  poorly  " 
00  January  5th,  1893,  instead  of  the  13th,  which  would  have  been 
the  proper  time.  Her  husband  left  her  on  January  aSlb,  and  was  away 
till  March  a5th.  She  menstTualed  again  on  Fcbnury  9th,  and,  except 
for  an  interval  of  iwo  days,  she  had  a  red  vaginal  discharge  from  that 
lime  till  I  saw  her  in  April.  Pain  in  the  right  iliac  region  bad  been 
a  symptom  from  about  the  banning  of  March.  On  April  1st,  at 
3  a.m.,  she  was  seized  with  severe  pain  in  the  stomach  and  back,  and 
felt  faint  and  sick.  I  saw  her  about  5  p.m.  the  same  day  )  she  was  in 
bed,  but  she  had  rallied  a  good  deal  since  the  early  morning,  and  was 
able  to  tell  me  most  of  the  history  that  has  been  given  above.  The 
breasts  had  an  appearance  of  activity,  and  contained  milk ;  she  was 
sure  they  were  larger  than  they  had  been.  An  indistinct  fulness  could 
be  felt  in  the  hypogastrium,  but  tenderness  interfered  a  good  deal  both 
with  this  and  with  the  subsequent  vagina!  examiiuLion.  The  vagina 
and  cervix  had  a  distinct  blue  tinge.  The  uterus  was  considerably 
enlarged,  and  ihere  was  a  soft  swelling,  with  an  indefinite  outline,  to 
the  right  of  the  uterus.      It  seemed  to  be  very  probable  that  the  case 


c  pregnancf,  ftlthough  it  wis  possible  to  explain 
the  various  fenures  of  the  case  by  supposing  it  to  be  ooe  of  thteatened 
niiscarriaEe  or  molar  pregnancy;  on  thai  supposition  the  swelling  to 
the  right  would  be  an  accidental  complication  such  as  a  smtU  ovarian 
tumour  or  dilated  Fallopian  lube.  Soon  Bfterwards  the  patient  ivas 
removed  to  Fitiroy  House.  1  was  again  sent  Tor  to  see  her  on  April 
17th,  about  6  p.m.,  as  she  had  been  once  more  seiied  with  great  pain 
in  the  right  iliac  region  and  fainlness-  The  red  discharge  had  per- 
sisted more  or  less.  I  advised  that  she  should  be  examined  under 
clilorofotm  and  that  the  cervix  should  be  dilated,  so  that  the  condition 
of  the  inletior  of  the  uterus  might  be  ascertained.  This  was  accord- 
ingly done  on  the  next  day.  I  found  the  uteru;  to  be  unifotmly 
e[ila:Bed,  and  its  cavity  empty.  Tlie  sound  passed  four  inches.  The 
interior  uf  the  uterus  was  soft  and  pulpy  ;  there  was  nothing  la  account 
for  its  enlargement  except  the  view  that  the  swelliiig  felt  lo  the  right 
of  it  was  an  extra-uterine  fcdation.  At  this  lime  the  patient  was 
extremely  nniemic  ;  the  nbdamen  was  moderately  distended  and  tender. 
I  advised  abdonunal  section,  and  it  was  arranged  lo  perfonn  it  on 
April  .iind.  Between  the  iSth  and  the  sand  the  distention  of  the 
abdomen  increased  somewhat,  bul  it  was  never  extreme :  there  was 
great  pain,  especially  marked  in  the  right  iliac  region.  The  pulse  was 
104,  and  there  was  no  rise  of  temperature.  Mor]>hia  and  hot  fomenta- 
tions were  used  in  order  to  relieve  the  pain. 

The  operation  was  undertaken  on  April  llnd,  al  10.30  a.m.  On 
opening  the  abdomen  the  peritoneal  cavity  was  found  to  contain  a  large 
([uantity  of  blood  and  clot.  Some  of  the  clot  was  more  recenl  than 
other  portions.  The  fluid  blood  was  dark  and  of  a  somewhat  chocotale 
colour.  A  fcetus  of  about  three  months'  development  was  found  to  be 
lying  among  the  intestines  ;  the  umbilical  cord  was  ruptured  about  two 
inches  from  the  fa'tus,  but  1  am  not  sure  whether  this  may  not  have 
tieen  accidentally  done  when  exploring  the  condition  of  things  with 
the  hand  in  the  Rrst  instances.  The  right  Fallopian  tube  was  found  to 
have  been  the  seat  of  the  pr^nancy.  It  had  ruptured  towards  the 
outer  part  and  anteriorly  1  ihere  was  a  second  rupture  more  posteriorly, 
out  of  which  a  shaggy  piece  of  placenta,  the  size  o(  half  a  wahiut, 
projected  into  the  peritoneal  cavity.  There  was  no  evidence  what- 
ever of  peritonitis,  there  being  no  lymph,  and  the  surface  of  the 
peritoneum  everywhere  was  smooth  and  shining.  The  ruptured  sac 
was  held  up,  and  the  broad  ligament  below  it  was  transfixed  and  tied. 
Another  ligature  was  then  tied  round  the  whole  pedicle,  and  the  sac 
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was  cut  away.  The  peritoneum  was  then  washed  out  very  thoroaghlf 
with  Iiol  iodine  water,  contnining  one  drachm  of  ihe  tinelure  to  each 
quart  of  water.  About  twelve  jugfuls  of  this  were  used.  After  about 
five  jugfuls  had  been  used,  and  the  lower  part  of  the  peritoneum  seemed 
to  be  quite  clean,  a  lar^e  ijuanlily  of  dark  blood  came  from  the  r^on 
of  the  liver,  having  been  shut  olf  from  the  effect  of  tbc  previous  washing 
by  the  left  hand  holding  back  the  intestines.  Finally,  the  water  Used 
for  washing  came  back  quite  clean,  and  the  wound  was  completely 
dosed  in  the  asua!  way. 

The  subsequent  prices*  of  the  patient  was  as  follows: — Convalescence 
was  <lelayed  much  longer  than  is  usual  in  uncomplicated  cases  of 
abdominal  section,  such  as  ordinary  cases  of  ovariotomy.  Th«  sutures 
were  taken  out  a  week  after  the  operation — I'.r.,  on  April  zgth — and 
the  wound  was  found  to  te  completely  healed.  This  was  about  her 
worst  day  ;  she  was  very  restless  and  excitable.  At  8  p.m.  on  that  day 
her  pulse  was  140,  and  the  temperature  lOS'S"  F.  She  had  slight 
hiccough  and  retching,  bringing  up  a  little  dark  bitter  fluid  into  her 
mouth,  but  there  was  no  actual  vomiting.  On  May  3rd  there  was 
swelling  of  the  right  submaxillary  and  parotid  glands,  which  persisted 
for  some  days,  but  afterwards  disappeared  without  suppuration  taking 
place.  On  the  7th  the  wound  spontaneously  reopened  at  the  lower 
end,  and  a  good  deal  of  thin  bloodstained  fluid  came  away.  On  the 
next  day  the  discharge  became  more  purulent.  The  probe  passed  two 
inches  at  the  lower  angle  of  the  wound,  and  a  small  drainage-tube  was 
inserted  there.  This  was  gradually  shortened  from  time  to  time,  and 
was  Imally  discontinued  on  the  tgth.  The  temperature  was  highest  in 
the  third  week  after  operation,  when  it  reached  104°  on  three  occasions. 
It  was  during  this  week  thai  the  wound  broke  down  at  the  lower  end 
as  already  mentioned.  On  June  tzlh  the  patient  was  allowed  to  sit  up 
for  three  hours,  and  on  the  1 5th  she  went  for  a  drive.  On  the  l8lh 
there  was  some  yellow  discharge  from  the  vagina,  which  continued  for 
some  days.  On  the  32nd  she  left  London  to  visit  her  mother ;  at  that 
time  there  was  still  a  small  sinus  at  the  lower  angle  of  the  wound. 
After  an  absence  of  two  months  she  returned  to  London  and  came 
to  see  roe  ;  the  sinus  had  been  for  some  time  closed,  and  when  I 
examined  her  there  was  a  sound  cicatrix  at  the  situation  of  Ihe  wound. 
She  had  completely  regained  her  ordinary  health. 

An  interesting  point  about  this  case  is  that  about  a  year 
afterwards  she  suffered  from  somewhat  similar  sytnptoms, 
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and  a  diagnosis  of  tubal  gestation  was  again  made,  and 
abdominal  section  decided  on.  The  day  before  the  pro- 
posed operation  the  patient  passed  a  blighted  ovum  the 
size  or  a  hen's  egg  from  the  uterus,  which  had  been  known 
to  be  enlarged.  The  operation  was  undertaken  as  arranged, 
and  the  swelling  to  the  left  of  the  uterus  which  had  been 
thought  to  be  a  IuImI  gestation  was  found  to  be  a  small 
ovarian  tumour  about  the  size  of  a  cocoanul.  It  was 
removed,  and  the  patient  made  a  good  recovery.  Some 
portion  of  the  left  ovaiy  (which  was  degenerated  so  as  to 
form  the  cyst)  must  nevertheless  have  furnished  the  ovum, 
which  formed  the  blighted  ovum  discharged  from  the  uterus 
the  day  before  the  operation.  The  case  is  interesting  also 
as  an  instance  of  two  abdominal  sections  on  the  same 
patient. 

Another  case,  interesting  as  one  of  tubal  abortion 
(threatened),  is  the  following : — 

Tubal  Mole.  Threatened  Tubal  Abortion,  with  Infra- 
Peritoneal  Hemorrhage  from  the  Open  Fimbriated  End  of 
the  Tube.  Laparotomy:  Removal  of  the  Dilated  Tube. 
Reawery. 

S.  M.,  aged  38,  was  Hdmitled  under  my  care  mto  the  London 
tlospital  on  March  34lh,  1894.  She  had  been  mairied  two  yarn 
and  a  half,  but  had  had  no  children  or  miscarriages. 

History  of  Ike  present  i/lneji.—She  says  her  illness  slatted  at  the 
beginning  of  March  with  pain  in  the  left  iliac  region,  which  has  steadily 
increased  in  seveiily  up  to  the  time  of  her  admission.  She  thought 
there  was  a  lump  in  (he  ^de  where  she  fell  Ihe  pain. 

Menslmal  hiihry.—Sht  mcnslrualed  first  at  ihe  age  of  thirleeo, 
and  has  always  been  regular  every  month  up  lill  a  week  before  Christ- 
mas, 1893,  when  [he  last  proper  period  occurred. 

On  Match  toth,  1S94,  she  poiised  something  "  like  a  piece  of  flesh," 
■nd  about  an  hour  aftetwonls  lost  a  good  deal  of  blood.  More  ot  less 
metiorrhogia  continned  till  she  was  admitted  into  Ibe  hospital. 

On  exatnitialion  then  the  breasts  pre&ented  on  active  appenrancc, 
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and  contained  milk.  The  aterus  vas  dislinctljiind  uniformly  enli^ed, 
and  was  sofi.  The  cervix  was  blue  and  soft.  There  was  a  swelling 
the  siic  of  a  Tangerine  orange  fell  in  the  left  side  of  the  pelvis.  The 
temperature  and  pulse  were  normal. 

Taking  all  the  paints  of  the  case  into  consideration,  it  seemed  very 
probable  that  the  ciise  was  one  of  tubal  pregnancy,  and  I  advised 
abdominal  section.  lo  which  the  patient  consented. 

Ofieralioit,  AfartA  ipA,  1894.— The  patient  walked  to  the  operation 
table.  After  she  was  amesthelised  she  was  placed  in  Trcndlenberg's 
position.  On  opening  the  abdomen  there  was  no  blood  diflfused  in  the 
general  peritoneal  cavity ;  but  when  the  intestines  were  held  out  of  the 
way,  a  mass,  estimated  at  a  leacupful,  of  recent  "  ctirrant-jeUy "  clot 
could  be  seen  in  the  left  posterior  quarter  of  the  pelvis.  The  uterus 
was  considerably  enlarged,  and  was  very  soft  ;  it  presented  the  blaUh- 
led  colour  seen  either  in  the  ordinary  pregnant  uterus,  or  in  the  uterus 
when  lympathetically  enlarged  in  cases  of  extra-uterine  pregnancy.  To 
the  left  of  it  was  the  swelling  referred  to  above,  which  proved  to  be  the 
left  Fallopian  tube.  This  was  held  up,  and  the  broad  ligament  below 
it  transfixed,  and  tied  with  the  Staffordshire  knot ;  another  ligature 
was  then  lied  round  the  whole  pedicle,  and  the  tumour  removed.  The 
peritoneum  was  washed  out  with  several  jugs  of  weak  iodine  water,  and 
a  Keith's  lube  having  been  inserted  in  Douglas's  pouch,  the  rest  of 
the  wound  was  closed  in  the  usual  way. 

As  regards  the  specimen,  the  tube  had  not  ruptured,  and  the  fim- 
briated end  of  it  was  open.  The  clot  seen  in  the  pelvis  had  evidently 
come  from  the  tube  through  the  open  fimbriated  extremity. 

The  patient  made  an  uninterrupted  recovery,  and  was  dischaiged  on 
April  17  th. 

The    specimen   was    referred  to  a  Committee  of   the 

Obstetrical  Society  of  London,  consisting  of  Mr.  Doran, 
Mr.  Bland  Sutton,  and  myself.  The  Committee  agreed  that 
it  was  a  genuine  example  of  tubal  mole. 

A  Successful  Case  of  Intra- Venous  Injection  of  Sail 
Solution  after  Laparotomy  in  a  Case  of  Ruptured  Tubal 
Gestation. 

On  April  2oih,  tS96,  I  was  called  in  bj  Dr.  Fenoell,  of  Dalston, 
F.   F.,   aged  30  years,  when  ihe  foUowing  hiitory  was 
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ubtaineJ: — She  had  bisn  niarriedninc  yean,  an<!  had  had  four  cllildren, 
the  last  nineleen  uionlhs  previoosljr.  There  bad  been  no  miscarriifiei. 
Iiulrumenls  were  used  at  the  dm  confinement,  but  not  >[  the  olhen, 
She  generally  got  up  Icn  ilnjK  aflei  hei  confinemcnls,  bul  nfier  the  last 
confinement  she  was  in  bed  nearly  two  months  on  account  of  what  the 
medical  attendant  told  her  was  peritonitis.  Menstitialion  was  quite 
r^utar  up  to  Februaiy  z6th,  1896,  but  she  "  saw  nothing "  in  March. 
She  look  some  pills  on  April  4th  with  a  view  to  bringing  on  the  period; 
these  gave  her  great  pain.  On  April  6lh  1  vaginal  discharge  containing 
blood  began,  nnd  she  had  lieen  losing  blood  more  or  less  ever  since  up 
to  the  day  when  I  first  saw  her  (April  301h).  The  patient  said  that  a 
solid  substance  atme  away  from  the  vagina  on  April  i  ith  when  parsing 
urine.  She  had  had  some  pain  in  passing  urine,  and  had  snfTcred  from 
constipation  since  April  6th.  She  said  that  she  had  had  pain  at  the 
tower  part  of  the  nbdomcn,  espcdally  over  the  left  iliac  region,  for  some 
days  before  I  saw  her,  and  there  was  an  especially  sharp  attack  of  pain 
on  Ihe  early  morning  of  April  20th.  On  eKamination  of  Ihe  abdomen 
there  was  some  resistance  in  the  left  ilinc  r^on  and  some  tendeniem 
there.  The  breasts  did  not  appear  active.  On  vaginal  examination 
there  was  n  little  blood  to  be  seen  about  the  eileraal  parls.  The  uterus 
ims  anteverted  and  slightly  flexed  and  distinctly  larger  than  normal, 
although  the  sound  only  passed  three  inchcii.  A  swelling  was  fell 
behind  and  to  the  left  of  the  uterus,  occupying  the  left  posterior  quarter 
of  the  pelvis.  It  was  distinctly  elastic,  and  could  be  displaced  a  little 
by  upward  pressure.  The  case  appeared  to  me  in  :ill  probability  to  be 
one  of  eitra-uterine  pregnancy.  The  question  arose  as  to  whether  the 
Bubslance  passed  by  the  patient  a  few  days  befure  I  saw  her  might  not 
have  been  an  ovum,  and  the  case  one  of  ordinary  miscarriage,  with 
possibly  some  peH-uterine  inflammation  ;  but.  on  the  whole,  it  seemed 
to  me  much  more  probable  that  the  case  was  really  one  of  tubal  preg- 
nancy, and  that  the  substance  in  question  said  to  have  been  passed,  if 
anything  more  than  a  clot,  was  probably  a  decidual  cast  of  the  uterus. 
The  nrrangemenls  of  the  patient's  home  were  not  very  convenient  for 
performing  abdominal  section,  and  accordingly  I  had  her  removed  to 
the  London   Hospital,   where  she  was  admitted  under  my  care   on 

OfemlieH.— On  April  13rd  she  was  anicsthetised  with  Ihe  A.C.E. 

mixture ;  the  abdomen  was  opened  In  the  usual  way,  and  was  found  to 

itain  blood  and  masses  of  clot.     The  left  Fallopian  tube  Was  eon- 

ernbly  enl.irgc^t  and  had  nipluretl.    The  Iff:  ovnry  containcl  a  large 
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corpus  lutcum  with  a  well-marked  yellow  convoluted  border.  The 
uterine  appendages  on  the  right  side  were  also  slightly  enlarged,  and 
the  uterus  was  considerably  enlaigeil.  The  appendages  on  both  sides 
were  removed  in  the  usual  way,  and  the  peritoneum  well  washed  out 
with  saline  fluid.  A  Keith's  tobe  was  inserted,  and  the  rest  ot  the 
abdominal  incision  was  closed.  \Vben  this  had  been  done,  it  was 
observed  before  the  dressing  was  put  on  that  the  Keith's  tube  had 
became  full  of  dark  blood.  Thb  was  withdrawn  once  or  twice,  but  the 
tube  very  soon  became  again  full  of  blood.  The  abdomen  was  there- 
fore reopened  to  discover  the  source  of  the  bleeding ;  the  stumps  of 
the  btoad  ligaments  were  pulled  up  and  inspected,  but  no  blood  was 
coming  from  them.  On  looking  at  the  back  of  the  uterus  there  were 
some  quite  supeificial  tears  in  the  peritoneal  coal  near  the  level  oi 
the  internal  os,  from  which  blood  was  coming  rather  freely.  Several 
attempts  were  made  to  control  this  bleeding  by  passing  silk  ligatures  on 
o  curved  needle  under  the  tissues  at  the  bleeding  point  and  tying,  and 
also  by  applying  Wells's  forceps;  but  the  tissues  were  so  friable  that 
the  more  manipulation  took  place  in  the  neighbourhood  of  the  tears 
the  worse  the  bleeding  became.  I  therefore  decided  to  perform  supra- 
vaginal hysterectomy ;  the  uterine  arteries  were  ligatured  on  each  side 
outside  the  uletus,  and  then  the  body  of  the  uterus  was  cut  away.  A 
large  pair  of  Wells's  forceps  was  left  on,  but  the  surface  of  the  stump 
Doied  rather  freely,  and  two  silk  ligatures  were  passed  right  and  left 
from  before  backwards  and  tied  firmly  to  check  it.  Some  iodoform 
gauze  was  packed  over  the  stump,  a  small  piece  being  left  sticking  out 
at  the  lower  end  of  the  wound.  A  Keith's  tube  was  inserted,  and  the 
remainder  of  the  wound  closed  in  the  usual  way.  The  reopening  of 
the  wound  and  the  various  measures  that  were  required  to  permanently 
control  the  bleeding  had  occupied  a  considerable  time,  and,  besides,  a 
good  deal  of  blood  had  been  lost,  taking  into  consideration  what  was 
extravasated  in  the  abdomen  by  the  extra-uterine  sac  before  operation, 
and  also  reckoning  the  amount  that  was  lost  from  the  superficial  (ears 
on  the  back  of  the  uterus.  How  these  were  produced  I  am  unable  to 
say  positively.  My  impression  is,  however,  that  some  of  the  masses  of 
dot  removed  were  partially  adherent  to  the  uterus,  and  that  in  removing 
them  the  peritoneal  coat  of  the  uterus  must  have  been  slightly  torn,  nod 
then  the  tissues  were  so  friable  that  almost  any  kind  of  manipulatioa—- 
sponging,  pulling  up  the  uterus,  and  the  like — seemed  to  increase  the 
laceration  and  the  haemorrhage.  At  all  events,  at  the  end  of  the 
operation,  when  the  patient  was  put  back  to  bed,  her  face  was  quite 
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wbile,  hec  haoda  and  feet  ijuiie  colli,  anil  no  pulse  could  be  hit 
&t  the  wrist ;  tmil  I  have  no  doabt  whatever  that  had  she  been  kft 
mlhout  fuiiher  Irealment  she  would  have  died,  probably  wilhoot 
regaining  conaciouiness  at  all.  I  decided,  howe*ei,  to  try  the  cHect  al 
injecting  salt  solution  into  the  veins.  Our  alock  of  boiled  water  hid 
been  exhausted  in  washing  out  the  abdomen  during  the  operation,  so 
that  the  water  used  in  making  the  salt  solution  for  iotra-venous  iajectioo 
was  merely  the  water  out  of  the  kettle  and  out  of  the  up.  The  salt 
1,  however,  was  sterilised,  because  we  keep  a  conceotiated  solu- 
tion of  it,  which  is  carefully  prepared  and  boiled  before  each  opcratioiL 
A  glass  reservoir  was  filled  with  salt  solution  at  the  lemperatDre  of 
loo"  F.,  and  containing  a  drachm  of  common  salt  to  each  pint.  The 
injection  was  made  into  the  median  cephalic  vein  of  the  left  arm,  the 
necessary  pressure  being  obtained  ^mply  by  hanging  up  the  glass 
reservoir  on  the  wall  about  three  feet  above  the  patient's  head.  After 
one  pint  had  been  injected  the  patient's  pulse  at  the  wrist  could  be 
felL  After  four  pints  had  been  injected  the  pulse  was  as  good  as  it 
had  been  before  the  operation.  The  patient  made  a  good  recovery.  1 
have  seen  her  several  limes  since  she  left  the  hospital ;  Ihe  abdominal 
wound  is  soundly  healed,  and  she  remains  quite  well. 

As  regards  the  treatment  to  be  adopted  in  advanced  cases 
of  extra-uterine  gestation,  at,  or  near,  or  past  the  fuli  time  of 
gestation,  the  right  course  will  generally  be  to  operate.  As 
to  the  time  for  interference,  as  the  fcetus,  even  when  alive, 
is  almost  always  imperfect  in  some  way,  and  little  like  to 
survive  in  any  case,  the  operation  should  be  performed  at 
the  time  when  all  the  conditions  are  likely  to  be  the  most 
favourable  for  the  mother.  This  is  some  weeks  after  the 
death  of  the  fcetus.  If  the  operation  is  undertaken  when 
the  fretus  is  living,  it  will  be  wise  not  to  interfere  with 
the  placenta  :  this  is  especially  so  when  the  placenta  is 
in  the  pelvis  below  the  fcetus.  The  cord  is  cut  short 
close  to  the  placenta,  and  this  is  emptied  of  blood  as 
much  as  possible.  The  sac  is  then  thoroughly  washed  out, 
and  the  abdominal  wound  completely  closed,  in  the  hope 
that   the    placenta   may    be   absorbed.       If    symptonw* 


EXTRA-UTERINE   GESTATION.  383 

septicaemia  arise,  a  second  ojieration  may  be  undertaken 
to  remove  the  placenta.  After  the  death  of  the  foetus  the 
placenta  may  probably  be  removed  without  any  great  risk 
at  the  same  time  as  the  foetus. 

Among  works  that  may  be  advantageously  consulted  by 
those  wishing  to  pursue  the  subject  further  are : — Surgical 
Diseases  of  the  Ovaries  ami  Fallopian  Tubes,  by  Mr.  Bland 
Sutton,  and  edit, ;  Lectures  on  Ectopic  Pregnancy  and  Pehic 
Hainalocele,  by  Mr,  Lawson  Tail ;  The  Diagnosis  and 
Treatment  of  Extra-Uterine  Pregnancy,  by  Dr.  Strahan ; 
Diseases  of  the  Fallopian  Tube,  by  Dr.  CuUingworth ;  and 
various  papers  to  be  found  in  the  Transactions  of  the  Obstet- 
rical Society  of  London,  more  especially  in  those  of  the  last 
ten  years. 


CHAPTER  XVI. 

Diseases  of  the  Ovaries. 

Ovarian  Tumours. 

Tumours  of  the  ovary  may  be  divided  into  :— ' 
I.  SoNJ. 
I.   CyslU. 
I.  SoUd  ovarian  tumours.— Ail  solid  tumours  of  ij 


28      Myoma  uf  lU  O  iry  (Dotan), 


ovary  are    comparatively   rare :  — It   is   sufficient   1 
mention  that  they  are  occasionally  met  with. 

NoH-matignant  so\\d  tumours  are  fibto-myomata  (Fig.  i^ 
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Malignant  solid  tumours  are  either  sarcomata,  or  car- 
cinomaCa.  (See  p.  197  for  case  of  ovarian  tumour  for  the 
most  part  solid.) 

a,  Cyatio  ovarian  fam.aMm.~Origin.~-H  would  be 
out  of  place  here  to  discuss  in  any  detail  the  various 
theories  that  have  been  put  forward  regarding  the  origin 
of  these  tumours.  Small  cystic  tumours  of  the  ovary  may 
certainly  originate  from    fully  developed    Graafian  follicles 


/fa! lira!  tia  nfarigtHal. 

Fig.  129. — Small  Multilocular  Ovaikti  Tumour, 

B.B.B.  Irregular  projectioiui  due   to   sepaiute   cysts.      A  indicates 

where  the  tumour  was  cut  off  after  the  pedicle  had  been  tied.     (From  a 

case  of  Ihe  Author's.) 

by  a  process  of  dropsical  distention.  Probably  that  shown 
in  Fig.  115  may  have  originated  in  this  way.  Most  prob- 
ably, however,  though  not  certainly,  that  is  not  the  way 
in  which  the  ordinary  large  cystic  tumours  arc  formed. 
Considering  the  enormous  number  of  Graafian  follicles  thai' 
may  be  seen  in  the  parenchyma  of  the  fcetal  ovary,  and  the 
much  smaller  number  that  can  be  recognised  in  the  ovary  at 
'5 
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puberty,  it  seems  certain  that  by  far  the  greater  number  of 
these  follicles  are  destined  to  undergo  a  process  of  atrophy, 
without  ever  becoming  mature,  and  rupturing.  Certain 
appearances  are  seen  in  sections  of  an  aduh  ovary  undci 
the  microscope  which  are  probably  due  lo  relics  of  those 
follicles  that  have  atrophied  without  passing  through  the 
stages  of  maturation  and  rupture.  It  is  highly  probable 
that  the  ordinary  multilocular  ovarian  cyst  originates  from 
some  disturbance  of  the  process  of  atrophy  thai  normally 
aflects  the  majority  of  ihe  Graafian  follicles  seen  at  birth 
in  the  ovary.  Certain  of  ihe  follicles  that  should  atrophy, 
instead  of  doing  so,  take  on  a  process  of  growth  and  give 
rise  to  ovarian  cysts.  This  theory,  then,  supposes  somt 
failure  or  defect  in  Ihe  process  of  involution. 

In  a  paper  in  the  Pathnlogicai  Society's  Trunsaetions  for 
1886,  Mr.  F.  Eve  suggests  that  cystic  disease,  or  cystic 
adenoma  of  the  ovary,  may  originate  fron)  certain  remains 
of  the  germinal  epithelium  of  the  ovary,  which  are  not 
immediately  converted  into  Graafian  follicles.  In  regard 
to  these  remains  Klein  writes : — All  appearances  are  in 
favour  of  the  view  that  these  masses  of  epithelium  increase 
in  the  adult,  and  that  their  cells  change  into  ova  some  time 
after  birth.  Eve  supports  his  suggestion  by  reference  to 
a  specimen  of  small  cystic  ovary  in  which  he  thought  the 
development  of  cysts  from  such  groups  of  epithelium  was 
observable.  According  lo  this  view  the  epithelial  growth 
stops  short  of  the  formation  of  Graafian  follicles,  but  cysts 
are  produced,  from  the  walls  of  which  tubular  prolongations 
spring  ;  these  become  dilated,  and  form  secondary  cysts. 
This  theory  supposes  the  fault  to  be  something  erratic  in  thi 
process  of  evolution. 

There  are  reasons  for  "thinking  that  ovarian  tumours,  in 
the  interior  of  which  papillary  growths  develop,  have  origLR- 
ated  from  the  remains  of  the  Wolffian  body  found  in  ^e 
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sonie  part  of  the  circumference  of  the  tumour  little, 
all,  changed. 

Dermoid  tysts  ore  produced  by  an  abnormal  inclusion  of 
the  epiblast. 

Either  the  connective  tissue  elements  in  the  walls  of  the 
cysts,  or  the  epithelioid  elements  on  the  inner  surface,  may 
take  on  a  malignant  development.  Speaking  generally,  the 
more  solid  tissue  there  Is  enterii^  into  the  composition  of 
an  ovarian  tumour,  the  more  likely  it  is  to  be  maligi 

Varieties. 

1.  The  variety  due  to  dropsy  of  Ihe  Graafian  folHdes. 

2.  Proiiftrating  imarian  cyih 

A.  Those  originating  in  the  parenchyma,  with  no  papil- 
lary growths  on  the  inner  surface  of  any  of  the  cavities,  are 
known  as  proliferating  glandular  cysts. 

B.  Those  originating  in  the  hlluni  of  the  ovary,  and 
showing  papillary  growths  in  the  interior  of  the  cysts,  vet 
f:i\[tA  proliferating  papillary  Q'sts.  ^M 

3.  Dermoid  cysts.  ^H 

4.  Malignant  cysts.  ^H 
As  has  been  mentioned,  it    is   certain  that   some  smaU 

ovarian  cysts  originate  by  dropsical  distention  of  fully  de- 
veloped Graafian  follicles,  while  it  is  highly  probable  that 
this  is  not  the  mode  of  origin  of  the  common  multilocular 
ovarian  tumours  (proliferating  glandular  cysts). 

According  to  Doran,  small  tumours  due  to  dropsy  of  the 
Graafian  follicles  are  distinguished  on  inspection  from  small 
mullilocular  ovarian  cysts  of  the  proliferating  glandular  kind 
by  the  fact  that,  in  the  former  variety,  "the  cysts  bulge  from 
the  free  border  of  the  ovary,"  while  in  the  latter  "the 
ovary  enlarges  in  a  uniform  manner."  Again,  according 
to  the  same  authority,  cysts  originating  from  the  remains 
of  the  Wolffian  body  in  the  hilum  (proliferating  papillary 
ovarian  cysts)  differ  from  proliferating  glandular  cysts,  in 
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that,  in  the  former,  the  parenchyma  of  the  ovary,  com- 
paratively unaltered,  can  be  recognised  at  some  part  of 
the  circumference  of  tlie  tumour  (this  is,  however,  not 
always  the  case) ;  while  in  the  latter  il  cannot  be  so  recog- 
nised,— the  enlargement  of  the  ovary  in  the  last  case  having 
been  uniform. 


Fm,  131. — Dermoid  Cysl  of  iho  Ovary  (  Doran). 

The  Fluid  contained  in  Ovarian  Cvsts. 

This  is  usually  glairy  in  consistence,  and  as  regards  colour 
it  may  be  either  almost  colourless,  grey,  or  yellowish-grey  ; 
green  or  reddish-brown,  or  dark  and  tarry,  The  material 
may  be  of  a  colloid  consistence,  that  will  not  run  through 
a  canula. 

According  to  Doran,  secondary  cysts  in  which  papillary 
growths  are  found  contain  a  clear  non-glairy  fluid. 


Cells  found  in  Ovarian  Fluie 

Cylindrical  €/>itkelium  cells  may  be  found,  and  these  are 
the  most  important  microscopical  constituents,  as  indicating 
that  the  fluid  is  ovarian.  Small  corpuscles  \L>rys<i<tU'i 
iorpuiclts)  about  the  size  of  pus  cells,  with  granular  contents, 
but  no  nucleus,  are  found  in  ovarian  fluids  ;  they  are  now 
believed  to  be  free  nuclei  of  epithelium  cells  that  have 
undergone  fatty  degeneration.  They  have  been  found  in 
other  fluids  than  those  taken  from  ovarian  cysts,  and  are 
not  pathognomonic,  although  suggestive. 

MioroBcopic  stmoture. — A  section  of  the  cyst-vall 
of  an  ovarian  tumour  shows  a  single  layer  of  epithelium 
on  the  peritoneal  surface,  flat  in  the  case  of  large  cysts, 
cubical  if  the  cyst  is  sniali.  The  substance  of  the  cyst- 
wall  is  composed  of  fibrous  tissue,  either  mature  or  imma- 
ture, and  on  the  inner  surface  is  a  layer,  in  the  case  of 
large  cavities  flattened,  or  in  the  case  of  smaller  cavities 
of  cylindrical,  epithelium  cells.  The  papillary  growths 
found  in  the  interior  of  some  ovarian  cysts  are  mainly 
formed  of  connective  tissue,  covered  towards  the  free  aspect 
of  the  papilla;  with  cylindrical  epithelium  cells.  Whether  we 
find  cylindrical  or  (latiened  epithelium,  appears  to  be  chiefly 
a  question  of  pressure. 

Dermoid  cysts  are  generally  unilocular.  The  inner  surface 
is  lined  by  a  tissue  like  skin,  provided  with  sebaceous  follicles, 
sometimes  with  sweat  glands  and  hairs.  The  cavity  of  the 
cyst  is  filled  with  a  putty-like  material,  in  which  are  loose 
hairs  that  have  been  shed.  The  hairs  are  usually  reddish 
or  light,  rarely  dark. 

In  the  tissue  of  the  cyst-wall  bones  are  often  found; 
teeth  also  may  be  present,  either  attached  10  bones,  or 
isolated  in  the  connective  tissue  of  the  cyst-wall.  Teeth 
are  also  found  loose  in  the  cavity  of  the  cyst.     Dermoid 
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cysts  may  also  contain  choleslerine  crystals,  nerve  and 
brain  substance,  and  non-striated  miiscular  fibre.  According 
to  Winckcl,  striped  muscular  fibre  and  nails  have  not  been 
found  in  them. 

Dermoid  cysts  are  usually  unilateral,  sometimes  bilateral. 
In  size  they  vary  from  that  of  a  walnut  to  that  of  a  football. 
Sometimes  dermoid  cysts  are  found  co-existing  with  ordinary 
cystic  degeneration  in  the  same  ovary.  Recently  I  had  a 
case  of  this  kind,  in  which  there  was  a  large  muliilocular 


Fig.  133.— Seciior  from  a  Carcincunotous  Ov«ry  (Dur 
j-inch  objectives. 


ovarian  tumour  of  the  usual  kind  on  the  left  side,  and  on 
the  right  side  the  ovary  was  enlarged  to  the  size  of  a  break- 
fast cup,  partly  by  cystic  change  of  the  same  kind  as  that 
on  the  otiier  side,  and  partly  by  the  presence  in  it  of  a 
unilocular  dermoid  cyst  the  size  of  a  Tangerine  orange. 

Ordinary  ovarian  tumours  may  be  composed  of  one 
large  cyst,  or  a  few  large  cysts,  or  of  a  great  many  cysts. 
Certainly  ovarian  tumours  are  met  with  clinically  where 
there  is  only  one  cyst,  a.s  far  as  can  be  discovered  by  the 
naked  eye.  This  has  occurred  either  from  the  tumour 
being  formed  by  the  growth  of  one  cyst ;  or  by  the  tumour 
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Increase  in  the  size  of  the  abdomen. 

Pain  at  some  part  of  the  abdomen. 

Disturbance  of  menstruation. 

Usually  the  first  thing  noticed  is  the  increasing  size  of 
the  abdomen. 

Sometimes,  however,  pain  in  the  abdomen  is  the  first 
thing  noticed,  and  sometimes  some  disturbance  of  men- 
struation. Sometimes  trouble  connected  with  micturition, 
or  rarely  even  retention  of  urine,  may  be  the  first  symptom  ; 
and  in  one  of  my  cases  prolapse  of  the  vaginal  walls,  occur- 
ring in  an  unmarried  girl  of  twenty-three,  was  the  first  thing 
to  lead  to  an  investigation. 

Menstruation  is  frequently  disordered  in  cases  of  ovarian 
tumour;  usually  the  disturbance  is  in  the  direction  of 
amenorrhtea,  the  quantity  lost  on  each  occasion  being 
less  than  formerly,  or  [he  intervals  between  the  periods 
being  increased,  or  both  of  these  conditions  may  be  present. 
But  it  is  not  so  very  uncommon  to  meet  with  cases  where 
the  disturbance  of  the  menstrual  function  is  in  the  other 
direction,  i.e.,  where  there  is  menorrluigia.  I  have  seen 
several  instances  of  this.  Sometimes  again,  in  cases  of 
ovarian  tumour,  menstruation  is  painful ;  sometimes,  on  the 
other  hand,  whereas  menstruation  bad  been  painful  from 
the  lime  when  the  function  became  established,  from  the 
time  the  tumour  was  first  observed  menstruation  has 
become  painless.  This  was  so  in  one  of  my  cases,  and 
it  was  also  one  where  there  was  menorrhagia.  Sometimes 
we  meet  with  cases  where  menstruation  continues  to  be 
performed  in  a  perfectly  normal  manner. 

A  Note  on  the  Occurrence  of  Metrorrhagia  after  tht 
Menopause  in  Cases  of  Ovarian  Tumour. 
During  the  years  of  menstrual  life— ihat  is  to  say,  from 
the  age  of  puberty,  which  may  be  taken  as  about  fifteen, 
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up  to  the  menopause,  which  ii  normally  established 
between  the  ages  of  forty-five  and  fifty  yeare— the  influence 
on  menstruation  exerted  by  the  developmenl  of  an  ovarian 
tumour  is  well  known.  In  about  one-third  of  all  such  cases 
menstruation  is  unaffected  ;  as  regards  the  remainder,  in  the 
majority  there  is  a  tendency  in  the  direction  ofaraenorrhcea, 
the  periods  occurring  either  less  frequently  or  the  quantity 
lost  each  time  becoming  diminished,  or  both  these  con- 
ditions may  be  combined.  In  a  minority  of  cases  the 
development  of  an  ovarian  tumour  is  marked  by  the  occur- 
rence of  menorrhagia.  When,  however,  we  come  to  enquire 
about  cases  where  an  ovarian  tumour  commences  to  develop 
aflir  the  menopause,  as  to  whether  hsemorrhagic  disdiarges 
from  the  uterus  may  be  caused  by  the  ovarian  tumour  and 
be  rightly  regarded  as  symptomatic  of  it,  we  find  little  or  no 
information  on  the  point  in  the  majority  of  books  to  which 
reference  would  most  naturally  be  made.  Thus,  for  instance, 
in  the  works  on  the  Diseases  of  ll'ometi  by  Barnes, 
Thomas,  Hart  and  Barbour,  and  Skene,  there  appears  to  be 
no  notice  of  the  point,  and  the  same  applies  to  several  other 
works.  In  West  and  Duncan's  Lectures  on  the  Diseases  ef 
Women  there  is  an  analysis  of  ninety-four  cases  of  ovarian 
tumour  with  reference  to  the  way  in  which  menstruation 
was  affected.  It  is  merely  staled  there  that  "  in  seven 
cases  menstruation  had  ceased  before  the  disease  began." 
Similarly  in  the  System  of  Gynacology  by  Allbutl  and 
Playfair  recently  pubhshed  there  is  an  analysis  of  a  hundred 
and  eighteen  cases  as  regards  this. point,  and  it  is  mentioned 
that  twenty  were  cases  before  puberty  or  after  the  menopause, 
apparently  implying  that  no  menstruation  or  pseudo- 
menstruation  was  to  Ije  expected  as  the  result  of  the  growth 
of  the  tumour  in  cases  of  this  kind.  It  may  fairly  be  con- 
cluded that  the  occurrence  of  bleeding  from  the  uterus 
after  the  menopause  in  cases  of  ovarian  tumour  is  a  some- 
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what  rare  event.  That  this  symptom  may  occur  is,  however, 
mentioned  by  Pozzi  in  the  following  passage :  "  After  the 
menopause  congestive  phenomena  have  been  noted  in  the 
uterus  leading  to  the  reappearance  of  a  more  or  less  irregular 
bloody  discharge,  which  makes  the  patient  believe  menstrua- 
tion has  returned."  At  this  passage  there  is  a  reference  to 
a  paper  by  Terrier  in  the  Bevue  dt  CAirargie,  1 884,  p.  i  ;  but, 
on  looking  up  this  paper,  it  appears  that  he  is  speaking  of 
the  appearance  of  bleeding  subsequent  to  the  operation  for 
removing  the  tumour,  which  is  quite  a  different  thing.  The 
passage  by  Terrier  is  as  follows :  "  To  resume,  in  women 
already  aged,  accustomed,  so  to  speak,  to  the  menstrual  flow, 
the  periods  have  a  certain  tendency  to  reappear  after  the 
removal  of  both  ovaries.  But  this  red  discharge  only  lasts  a 
few  months,  and  is  not  slow  to  disappear  altogether."*  In 
Garrigues'  Diseases  of  Woimn,  1894,  p.  s^Si  the  point  in 
question  is  clearly  but  very  briefly  mentioned.  He  says  : 
"On  the  other  hand,  even  after  the  menopause,  new  hainior- 
rhagic  discharges  from  the  uterus  may  occur." 

A  special  importance  attaches  to  the  causes  of  bleeding 
after  the  menopause,  since  in  such  a  large  proportion  of  cases, 
as  is  well  known,  this  symptom  is  due  to  the  presence  of  a 
malignant  growth  at  some  part  of  the  genital  tract.  It  is 
interesting,  therefore,  to  keep  in  mind  that  this  symptom  may 
in  rare  cases  be  due  to  the  fact  that  an  ovarian  tumour  is  in 
process  of  development.  While  the  tumour  is  still  small, 
especially  in  a  very  stout  patient,  the  occurrence  of  bleeding 
after  the  menopause  may  not  improbably  excite  a  suspicion 
of  cancer.  Without  doubt  in  all  such  cases  the  possibility 
of  the  presence  of  cancer  should  always  be  thought  of  first ; 
but  when  cancer  has  been  excluded  by  careful  and  repeated 
examination— and  in  some  cases  this  is  only  possible  after 
dilatation  of  the  cervix — it  is  satisfactory  to  bear  in  mind 

'  Rcvut  di  Ckirargit,  iSSs,  p.  367. 
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that  there  are  causes  for  metrorrhagia  after  the  menopause 
other  than  cancer,  and  that  the  development  of  an  ovarian 
tumour  is,  in  rare  instances,  one  of  them.    The  folIo«l^| 
case  is  an  example  of  it : —  ^| 


P.  P.  H.,  aged  54  yean,  was  admitted  into  the  Londoo  Hospital 

under  my  care  on  January  6th,  1896,  She  was  a  widow,  nnd  had  had 
seven  chUdren.'  Sbc  wns  sent  to  me  by  Mr.  W.  H.  Piercy  Fox.  She 
liad  Urat  noticed  a  swelling  in  the  abdomen  about  six  months  i>reviousIy, 
but  she  thought  that  it  might  have  l>een  prcwnl  loDE^r  without  her 
noticing  it,  as  she  was  very  stout.  The  swelling  in  the  abdomen  had 
increased  very  ra])idlj,  she  thought,  during  the  last  six  weeks,  so  thai, 
in  ber  opinion,  the  abdomen  was  now  twice  the  siie  it  was  three 
months  liefore.  For  the  last  three  months  she  had  suffered  very  ranch 
from  dtaggiug  pains  and  general  discoroferl  in  the  abdomen  with 
dyspntea.  She  was  only  fairly  comfortable  when  lying  on  her  right 
side.  About  three  years  previously  the  calomenia  ceased,  and  she 
"  saw  nothing  ''  for  two  years.  There  was  then  a  period  of  bleinling, 
some  blood  coming  away  daily  for  six  months.  Then  there  was  at) 
inleival  of  three  months  without  hleeding.  During  the  last  month 
there  had  been  a  continuous  red  discharge  daily.  Up  to  three  ycara 
pnjviously  she  had  been  regular.  She  had  "suffeted  fnjm  her  chest 
and  heart"  for  some  years,  with  a  good  deal  of  shortness  of  breath.  On 
examination  the  physical  signs  were  those  o[  an  ovarian  tumour  reaching 
six  and  a  half  inches  above  the  umbilicus.  The  circumference  o[  the 
abdomen  was  forty-five  inches  at  the  umbilicus.  On  vaginal  examina- 
tion some  brown  discharge  was  seen  about  the  external  genitals,  and 
the  speculum  showed  some  sanious  discharge  in  the  external  os,  but  the 
cervix  appeared  normal.  The  sound  passed  three  inches.  Tiltmg  the 
uterus  with  the  finger  gave  one  the  impression  that  it  did  not  form  part 
of  the  large  tumour  in  the  abdomen. 

On  January  ijid  the  patient  was  anitsthelised  with  the  A.C.E. 
mixture,  sod  the  abdomen  opened  by  the  usual  incision.  On  opening 
the  peritoneum  a  good  deal  of  free  fluid  was  seen  ;  this  was  soapy  and 


of  Ihictt  c< 
was  found  to  be  the  a 
am!  the  sLte  of  the  tu 
turing  with  the  trocar. 
umhilicuS:  and  the  tui 


'  suggested  thai  the  cyst  had  burst,  as 

Moil  of  the  loculi  of  the  tumour  were  small, 

ur  could  not  be  materially  reduced  by  punc- 

lie  incision  was  therefore  extended  above  the 

ir  removed  practically  entire.     Aa  interesting 
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point  was  the  presence  of  recent  adhesive  peritonitis  generally  over  the 
intestines,  and  in  fact  over  whatever  part  of  the  peritoneal  surface 
came  into  view.  The  patient  liati  had  no  acute  symptoms  before  Ihe 
operation,  no  rise  of  temperature,  no  acceleration  of  pulse,  vomiting, 
or  more  pain  than  the  mere  distention  of  the  abdomen  would  sufficientlj 
account  for.  and  she  walked  lo  the  operation  table.  Yet  the  c^t  had 
tents  had  set  up  the  geneml  adhesive 
above  describtti.  1  hid  a  similar  case 
n  spite  of  the  rupture,  there  were  no 
ic  the  peritoneum  was  irrigated  with 
warm  saline  Huid,  and  a  Keith's  lube  having  been  inserted,  the  rest  of 
the  wound  was  closed  in  the  usual  way.  The  tube  was  removed  on  the 
third  day,  and  the  patient  made  an  uninterrupted  recovery. 

Apart  from  the  bursting  of  the  cyst  before  operation,  an  interesting 
point  in  the  case  is  Ihe  return  of  a  sanguineous  vaginal  discbarge  after 
complete  cessation  of  the  catamenia  for  two  years.  Generally  of  course 
after  so  long  a  period  of  amenorrho^a  the  reappearance  of  blood  suggests 
mali^ant  disease  of  the  uterus ;  but  so  far  as  could  be  ascertained, 
without  dilaling  the  ccrvii,  the  uterus  io  this  case  was  perfectly  healthy. 
tt  seems  certain  (hat  the  metrorrhagia  was  to  be  accounted  for  by  the 
development  of  the  ovariaa  tumour  exciting  a  sympathetic  congeslioo 
of  the  uterine  mucous  membrane.  I  have  seen  the  patient  several  times 
since  leaving  the  hospital,  and  up  till  the  present  time  (September  1897) 
she  has  never  had  any  return  of  the  sanguineous  discha^e,  and  she 
remains  quite  well. 


FreBsore  Bymptoms. — As  the  tumour  attains  a  lai^e 
size,  its  pressure  on  the  various  organs  leads  to  disturbance 
of  their  several  functions. 

Pressure  en  tkt  bladder  causes  frequent  and  painful  mic- 
turition, and  this  arises  because  the  bladder  cannot  become 
distended  in  the  natural  way ;  rarely  retention  of  urine  may 
occur.  Scanzoni,  quoted  by  Dr.  West,  records  a  case  where 
this  was  due  to  obstruction  of  the  ureters,  so  that  the  re- 
tention of  urine  could  not  be  relieved  by  a  catheter.  The 
tumour  in  this  case  was  a  cystic  sarcoma,  i.e.,  a  sarcomatous 
tumour,  partly  solid,  partly  cystic;  the  solid  part  pressed 
on  the  ureters,  and  obstructed  them,  so  thai  they  became 
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greatly  dilated,  one  being  a  inches,  the  other  ij  inctf 
diameter. 

I  have  seen  retention  or  urine  occur  in  a  case  of  small 
ovarian  tumour  that  had  developed  downwards  and  out- 
wards between  the  layers  of  the  broad  ligament,  so  as  to 
become  fixed,  although  there  were  no  adhesions  between 
it  and  surrounding  parts.* 

Prrssurt  on  tin  rectum  may  cause  obstinate  constipation, 
and  even  prevent  the  escape  of  flatus  (West).  Occasionally 
even  intestinal  obstruction  may  be  produced.  .UTien  this 
occurs,  it  may  be  a  mere  pressure  symptom,  or  more 
probably  it  may  be  due  to  compression  or  twisting  of  the 
gut  by  the  dragging  of  peritoneal,  adhesions  formed  during 
the  growth  of  the  tumour. 

Pressure  on  tht  stomach  causes  dyspeptic  symptoms,  and 
sometimes  vomiting.  Wasting  necessarily  follows  the  inter- 
ference with  the  functions  of  the  stomach. 

Pressure  on  the  lungs  and  heart. — Difficulty  of  breathing 
is  thus  produced,  and  even  asphyxia,  as  in  a  case  recorded 
by  Dr.  Barnes.  In  that  case  a  young  woman  with  a  large 
ovarian  cyst  died  suddenly,  with  symptoms  of  limg  distress, 
in  the  hospital,  while  awaiting  further  treatment.  At  the 
post-mortem  "  the  diaphragm  was  driven  up  so  as  to  confine 
the  heart  and  lungs  within  the  narrowest  space."  IJr.  Barnes 
concluded  "  that  under  the  impetus  of  some  excitement  or 
exertion,  the  heart  and  lungs  were  suddenly  [axed  beyond 
their  feeble  powers  of  adaptation,  and  that  thus  asphyxia 
was  induced." 

Pressure  on  large  veins  in  advanced  cases  may  lead  to 
o;dema  of  the  legs;  sometimes  even  thrombosis  of  the 
main  vein  of  a  limb  may  occur,  as  in  one  of  my  cases. 

In  that   case  cedema   of  the  left  lower  limb,  from  the 

groin  downwards,  occurred  suddenly,  with  pain  in  the  limb 

*  The  jame  case  b  referred  to  ialer  in  this  chapter. 
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and  fever,  while  the  patient  was  in  the  hospital  awaiting 
operation.  At  the  same  time  a  number  of  superficial 
veins  on  the  left  side  of  the  abdominal  wall  l^ecame  dilated, 
that  had  not  previously  been  so,  and  could  be  traced  as  com- 
municating with  a  plexus  in  the  skin  over  Scarpa's  triangle. 

Thrombosis  in  one  of  the  trunk  veins  had  no  doubt 
occurred.  The  patient  had  a  moderately  high  temperature 
for  about  a  week.  The  leg  was  kept  well  raised ;  it  remained 
considerably  enlarged  for  some  two  or  three  weeks  longer, 
after  which  it  diminished  in  size,  and  in  six  weeks  from 
the  time  when  cedema  first  occurred  it  had  returned  nearly 
to  its  previous  condition.  Measurement,  however,  showed 
that  it  was  still  a  little  larger  than  the  right.  I  then 
allowed  her  to  get  up ;  and  as  in  a  few  days  she  seemed 
none  the  worse  for  doing  so,  decided  to  operate.  At  the 
operation  I  was  agreeably  surprised  to  find  no  complication 
of  any  kind  in  the  pelvis.  The  tumour  was  a  moderately 
large  one,  about  the  size  of  the  pregnant  uterus  at  the 
eighth  month.  It  contained  fluid  of  a  dark  brown  colour, 
and  in  consistence  like  treacle.  The  patient  made  a  typically 
good  recovery. 

Prognosifl-^This  depends  greatly  on  the  nature  of  the 
tumour. 

Dermoid  cysts  may  remain  quiescent  for  many  years. 
Probably  the  variety  due  to  dropsical  distention  of  Graafian 
fullicUs  has  little  tendency  to  grow  beyond  a  moderate 
siie,  or  to  destroy  life.  The  proliferating  glandular  and 
proliferating  papillary  ovarian  cysts  will  on  the  average  run 
on  to  a  fatal  termination  within  three  years  from  the  time 
they  first  attract  attention.  Malignant,  ovarian  tumours 
run  a  course  to  Ije  measured  by  months. 

Non-malignant  solid  tumours  {fibroids)  of  ihe  ovary  grow 
very  slowly,  and  may  not  endanger  life  for  many  years,  or 
perhaps  not  at  all. 
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Since,  however,  the  determination  of  the  exact  variety 
of  ovarian  tumour  present  cannot,  as  a  rule,  be  made 
with  certainty  till  after  its  removal,  and  since  by  far  the 
lai^er  number  of  ovarian  tumours  tend  to  destroy  life 
within  a  fixed  time,  the  rule  is  [hat  every  ovarian  tumour 
ought  to  be  removed. 

Diagnosis. — We  consider  the  question  of  diagnosis 
either  in  : — 

(i)  Tfie  early  stages,  before  the  tumour  has  grown  suffi- 
ciently [D  form  an  abdominal  swelling  ;  or  in 

(a)  The  inter  stages,  when  the  tumour  has  caused 
or  less  considerable  enlargement  of  the  abdomen. 


I.  In  the  Early  Stages. 


The  conditions  from  which  a  small  ovarian   tumour  has 
to  be  distinguished  are : — 

/(eiii/ij<-fl</««/a/Jo«  (more  likely  to  give  rise  to  mistake  if 
situated  to  the  right  of  the  uterus). 

Sub-peritoneal  fibroid  of  uterus. 

Dilated  Fallopian  tube. 

Pelvic  peritonitis. 

Pelvic  cellulitis. 

Pelvic  hamatocele. 

Retro-peritontal  cyst  of  congenital  origin. 

Malignant  tumours  when  small. 

£xtra-uterine  fetation. 

It  may  be  said  at  once  that  in  some  cases  the  ( 
of  small  ovarian  tumours  is  easily  made. 

As  a.  rule  they  are  globular,  elastic,  freely  movable,  i 
can  be,  as  it  were,  chased  about  the  half  of  the  pelvis  to 
which  they  belong  backwards  and  forwards  with  great  ease, 
particularly  if  the  patient  is  under  the  influence  of  an 
anesthetic. 
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In  such  cases  we  can  easily  define  the  uterus  as  separate 
from  the  tumour,  there  being  a  distinct  interval  between 
them. 

The  only  other  tumours  that  give  physical  signs  at  all 
like  these  are  a  sub-peritoneal  fibroid  with  a  long  pedicle 
allowing  it  to  have  a  great  range  of  mobility,  and  a  dilated 
Fallopian  tube  ;  but  sub-peritoneal  fibroids  are  character- 
istically hard,  whereas  small  ovarian  eystic  tumours  are 
elastic.  Moreover,  we  know  that  fibroid  tumours  of  the 
uterus  are,  as  a  rule,  multiple  ;  there  is  usually  more  than 
one  present.  If  no  irregularity  of  outline  could  be  made 
out  as  regards  the  uterus,  this  would  be  of  some  value 
in  excluding  fibroids.  Occasionally  a  dilated  Fallopian  tube 
(hydrosalpinx,  hiematosalpinx,  pyosalpinx)  may  be  so  little 
adherent  as  to  have  as  much  mobility  as  a  small  ovarian 
cyst;  and  in  such  cases  absolute  diagnosis  between  them 
may  be  impossible  prior  to  operation.  As  a  rule  it  is  only 
in  the  case  of  small  ovarian  cysts,  partly  or  completely 
adherent,  so  that  they  are  either  quite  fixed,  or  at  least  not 
freely  movable,  that  real  difficulty  arises. 

As  regards  pelvic  peritonitis,  or  cellulitis,  or  pelvic 
hsematocele,  the  history  will  be  of  great  assistance.  If 
we  rely  on  the  physical  signs  alone,  there  may  be  much 
difficulty.  It  may  be  said  in  general  terms  that  the  outline 
of  an  ovarian  tumour,  even  with  a  number  of  adhesions 
around  it,  is  more  definite  than  the  outline  in  peritonitis, 
cellulitis,  and  ha^matocele.  When  there  is  encysted  serous 
effusion,  ot  encysted  purulent  effusion,  as  a  result  of  peri- 
tonitis, cellulitis,  or  suppurating  hematocele,  we  must  rely 
chiefly  on  the  history ;  but  even  here  the  more  diffused 
,  character  of  the  physical  signs  will  help  us  :  for  instance, 
in  the  case  of  a  suppurating  pelvic  peritonitis,  the  pus  being 
encysted  in  Douglas's  pouch,  there  will  probably  be  bard- 
ness  around  the  uterus  occupying  the  pelvis  pretty  generally, 
a6 
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except  where  the  pus  is  actually  present,  i.e.,  in  I 
stance,  in  Douglas's  pouch.  It  must  be  remembered  tl 
"  suppurating  pelvic  peritonitis  "  may  in  many,  perhaps  in 
most,  cases  really  mean  that  there  is  a  pyosalpinx  with 
adhesions.  Again,  in  peritonitis,  cellulitis,  and  hiematocele 
there  will  usually  be  fever,  or  there  will  have  been  fevei 
at  some  period  of  the  case  ;  whereas  in  most  cases  of 
ovarian  tumour  there  is  no  fever ;  even  when  an  ovarian 
cyst  contains  firetid  pus  there  may  be  little  or  no  fever. 
Though  there  may  be  intervals  in  cases  of  suppurating 
ovarian  cysts  without  fever,  periods  during  which  there  is 
more  or  less  fever  are  sure  to  be  met  with,  if  the  case 
is  sufficiently  long  under  observation.  (See  case  of  Mrs.  G., 
p.  316). 

Dilated  ta.\>aB.— Hydrosalpinx.  Pyosalpinx.  Hamalo- 
salpinx. — These  form  swellings  in  the  right  and  left 
posterior  quarters  of  the  pelvis,  perhaps  encroaching  to 
a  greater  or  less  extent  on  Douglas's  pouch.  They  are 
more  often  bilateral  than  unilateral.  As  there  is  always 
some  peritonitis  in  their  neighbourhood,  it  is  usual  for 
the  swellings  they  give  rise  to,  to  be  more  or  less  fixed ; 
only  exceptionally  are  they  found  as  freely  movable  as  a 
small  ovarian  cysi.  When  there  is  an  elastic,  somewhat 
sausage-shaped  swelling  felt  in  the  posterior  fornix  just 
reaching  the  middle  line,  and  then  a  vertical  groove,  and 
then  another  elastic  swellii^  on  the  otlier  side  of  the 
middle  line,  the  swellings  being  little  if  at  all  movable, 
there  is  tonsidurable  probability  that  they  are  dilated 
Fallopian  tuLc^. 

Extra-uterine    fcetation — Here  ihe  history,  usually 
at  first  some  interval  of  amenorrhtua,  and  then  irregular   : 
haemorrhages,  perhaps  with  passing  of  a  decidual  cast  dL  \ 
the  uteriis,  the  pain  in  one  or  other  iliac  region,  and  some 
of  the  sympathetic  symptoine  of  pregnancy,  e.^.,  vomiting, 
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help  us.  As  regards  physical  examination,  the  presence  of 
a  tumour  in  the  pelvis,  somewhat  elastic,  usually  more  or 
less  fixed,  and  situated,  in  one  or  other  posterior  quarter 
of  the  pelvis ;  the  enlargement  0/  the  uterus  with  blue 
discoloration  of  the  vaginal  portion  and  vaginal  walls,  and 
arterial  pulsation  in  the  vicinity  of  the  tumour,  together 
perhaps  with  sympathetic  changes  in  the  breasts,  enable 
us  to  arrive  at  a  very  probable  diagnosis  of  extra-uterine 
pregnancy. 

Ketroflezion   of  the    gravid   uterus The    elastic 

tumour  formed  by  the  body  of  the  uterus  might  be  mis- 
taken for  an  ovarian  cyst ;  more  usually  the  resemblance 
is  to  an  extra-uterine  fwtation  ;  and  to  distinguish  between 
these  conditions  may  be  difficult,  unless  the  patient  is 
under  the  influence  of  an  anesthetic :  there  will  then  be 
usually  no  difficulty  in  pushing  up  the  body  of  the  retro- 
flexed  uterus  and  satisfying  ourselves  that  it  Is  the  body 
of  the  uterus.  Besides,  the  history  of  tlie  two  conditions 
is  different, 

II.  Diagnosis  in  Advanced  Cases  when  there  is  an 
Obvious  Enlargement  of  the  Abdomen. 

The  conditions  from  which  a  large  ovarian  tumour  has 
to  be  distinguished  are  : — 
I.  Pregnancy. 
3.  Phantom  tumours. 

3.  Distended  bladder. 

4.  Ascitet. 

5.  Fibroids. 

6.  .Hantalocele. 

7.  Encysted  serous  perimetrifis  atid  purulent  perimetritis. 

8.  Hydronephrosis  and  pyonephrosis. 

9.  Hydatids. 


DISEASES   OF   WOMEN. 


J 


404 

10.  Advaneed  extra-uterine  pregnancy. 

11,  Tubtrtuhir peritonitis. 
13.  Malignant  diseast  of  tke  peritoneum. 
Pregnancy  has  over  and  over  again  been  mistaken  for  an 

ovarian  tumour.  Ei-ety  obstetric  physician  in  large  practice 
sees  exarcples  of  this  mistake  from  time  to  time. 

It  will  be  well  to  mention  shortly  the  physical  signs  that 
would  usually  be  present  in  the  case  of  a  large  multilocular 
ovarian  tumour  {the  commonest  variety)  about  the  size  of 
the  uterus  at  full  tenu. 

Inspection. — ^Ve  notice  that  the  abdomen  is  distended, 
the  umbilicus  not  depressed— either  level  with  the  skin,  or 
actually  pouched  out  (if  there  is  much  civexisiing  ascites) ; 
on  asking  the  patient  to  breathe  slowly  and  deeply,  if  the 
abdomen  is  exposed  to  a  good  light  we  can  often  see  the 
upper  border  of  the  tumour  more  or  less  distinctly  outlined. 
\Ve  may  notice  that  the  enlargement  of  the  abdomen  is 
not  symmetrical.  Irregular  projections  due  to  the  presence 
of  secondary  cysts  may  be  visible  at  parts  of  the  tumour, 
if  the  abdominal  wall  is  thin. 

.  Lai^e  subcutaneous  veins  will  be  seen  at  various  parts 
of  the  abdominal  wall,  and  skin-cracks  similar  to  those  met 
with  in  advanced  pregnancy  will  usually  be  present. 

Tht  fiillott'ing  tiieamremenis  should  be  taken; — 1.  Maxi- 
mum girth  of  the  abdomen.  2.  From  the  xiphisternal 
articulation  to  the  umbilicus.  3.  From  the  umbilicus  to 
the  upper  border  of  the  pubes.  4.  From  the  umbilicus  to 
each  anterior  superior  iliac  spine,  g;  From  the  spind 
column  to  the  umbilicus  on  each  side,  so  as-  to  compare 
the  semi -circumferences. 

The  greatest  circumference  of  the  abdomen  in  ovarian 
tumours  is  usually  below  the  umbilicus^two  or  three  inches 
below  it,  for  example.  In  ascites,  the  greatest  circumference 
is  at  the  umbilicus.     Again  we  measure  the  distance  from 
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the  xiphisternal  articulation  to  the  umbilicus,  and  also  that 
from  the  umbilicus  to  the  pub'es.  Normally  the  umbilicus 
is  an  inch  or  so  nearer  to  the  top  of  the  pubes  than  to 
the  xiphisternal  articulation  ;  in  cases  of  ovarian  tumour  this 
-  relation  is  often  altered,  so  that  these  measurements  are 
equal,  or  the  lower  measurement  may  even  be  greater  than, 
the  upper,  the  relation  of  the  measurements  thus  being 
inverted.  Further,  in  ovarian  tumours  the  umbilicus  is  not 
usually  equidistant  from  each  anterior  superior  iliac  spine, 
as  it  is  normally,  or  in  cases  of  ascites. 

In  some  cases  of  ovarian  tumour,  these  measurements 
may  not  be  in  accordance  with  what  has  just  been  said,  so 
that  too  much  importance  must  riot  be  attached  to  them  in 
differential  diagnosis. 

Palpation. — We  recognise  the  presence  of  a  tumour, 
and  are  able  to  define  its  limits  above  and  laterally,  more 
or  less  completely — below,  we  cannot  separate  it  from 
the  pelvis.  The  surface  of  the  tumour  Is  often  felt  lo 
be  irregular,  owing  to  the  projection  of  secondary  cysts. 
Fluctuation  can  be  obtained  over  the  area  occupied  by 
the  tumour,  or  at  parts  of  it.  We  may  be  able  lo  feel 
the  movements  of  the  tumour  during  respiration,  if  the 
whole  abdomen  is  not  too  tense. 

Percussion. — The  area  of  dulness  occupies  the  middle 
region  of  the  abdomen,  shading  off  at  the  flanks,  and  at 
the  epigastrium,  into  resonance.  The  whole  of  the  hypo- 
gastric region  is  dull.  The  dulness  described  is  that  of 
any  large  centrally  situated  tumour — an  ovarian  tumour,  the 
pregnant  uterus,  a  distended  bladder,  or  a  lai^e  fibroid 
tumour  of  the  uterus.  If  we  define  the  exact  line  at  which 
dulness  begins  from  above  downwards  during  quiet  respira- 
tion, and  then  ask  the  patient  to  take  a  deep  breath  and 
hold  it,  the  displacement  downwards  of  the  tumour  i 
inspiiation  causes  the  line  at  which  dulness   commences 
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to  be  displaced  downwu^s,  so  that  j 

pbM  we  gel  a  resonant  note  in   place   of  the  dull  r 

obtained  before, 

AoBCtUtaUon.— Nothing  but  gurgling  sounds  ^produced 
in  the  intestines)  can  be  heard,  as  a  rule,  at  any  part  of  the 
tumour.  Sometimes  a  crackling  sound  can  be  heard,  which 
miy  indicate  a  localised  peritonitis  at  the  spot,  but  does 
not  nct.-essarily  do  so.  Occasionally  a  sound  having  some 
resemltlancc  to  the  uterine  souffle  may  be  heard  over 
o\-arian  tumours ;  it  is,  however,  never  so  distinct  i 
cases  of  uterine  tumours. 

0»  hcttl  examination. — There  may  be  some  blubh  dis- 
cdJonlion  of  the  vaginal  mucous  membrane,  but  not 
a(HWO»rhing  in  degree  that  met  with  in  advanced  preg- 
nancy. 'Ilic  vaginal  portion  of  the  cervix  is  neither  softened  ■ 
nor  cnlar)^,  and  is  not  of  a  particularly  blue  colour.  It  is 
contnionly  <iuiic  as  easy  to  reach  it  as  usual,  sometimes  vwn  \ 
n»nie  ea%y  to  reach  it,  owing  to  the  uterus  being  pushed 
dnwn«^t\ls.  Exceptionally,  owing  to  adhesions  between  the 
tumour  and  uterus,  the  latter  is  so  drawn  up  that  it  may  be 
impossible  to  reach  the  os  uteri  with  the  linger  at  all. 

It  is  not  uncommon  for  the  uterus  to  be  a  little  to  the 
right  or  left  of  il)c  middle  line. 

OAtn  nothing  of  the  tumour  can  be  felt  on  vaginal  cjta- 
■tetion;  sometimes  lumps  of  pcrh.ips  the  size  of  a  walnut 
on  tie  felt  (.lehind  the  uterus  in  Douglas's  pouch.  Sup- 
poking  the  rectum  to  have  l>cen  emptied,  these  are,  in  all 
probubitity,  scc^mdar)'  projections  from  the  surface  of  the 
tumour,  ov-cupying  Douglas's  pouch,  and  they  may  not  im- 
pntbaltly  he  found  adherent  there  at  the  subsequent  operation. 
The  KWind  |awcs  the  normal  distance  (i^  to  3  inches) ; 
if  much  more,  it  is  usually  in  cases  where  the  cervix  does 
m«  pwijcci  into  the  vagina,  the  whole  uterus  l»cing  displaced 
UpwADK  and  to  some  degrto  riongatcd  by  stretching. 
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It  is  often  possible  in  cases  of  ovarian  tumour  to  retro- 
vert  the  uterus  with  the  sound,  and  with  the  finger  in  the 
rectum  to  define  the  body  of  the  uterus  as  quite  distinct 
from  the  tumour. 


Differential  Diagnosis. 

Pregnancy. — What  has  been  said  on  this  subject  at 
page  190,  on  the  differential  diagnosis  of  fibroids,  applies 
equally  here,  and  the  reader  is  referred  to  it  to  avoid 
repetition.  In  addition,  we  may  say  that  in  advanced 
pregnancy  (as  we  are  now  considering  only  the  case  of 
large  abdominal  tumours)  it  is  easy  to  recognise  the  parts 
of  the  fcetus,  the  head  particularly ;  and  if  the  child  is  alive, 
we  shall  be  sure,  on  repeated  examination  at  all  events, 
to  hear  the  fretal  heart-sounds,  and  most  probably  feel  the 
movements  of  the  fostus.  Further,  we  can  on  palpating 
in  a  leisurely  manner  over  the  whole  of  the  tumour  re- 
cognise that  it  alternately  hardens  and  softens. 

Pregnancy  has  not  very  uncommonly  been  mistaken  for 
ovarian  tumour,  and  occasionally  an  ovarian  tumour  is 
mistaken  for  pregnancy.  I  saw  a  case  of  ovarian  tumour 
(there  happened  to  be  menorrhagia)  where  the  case  was 
supposed  to  be  one  of  pregnancy  with  placenta  prjevia. 
Attempts,  necessarily  unsuccessful,  had  been  made  to  induce 
labour.  Almost  always  such  mistakes  might  be  easily 
avoided  if  only  all  the  methods  of  physical  examination 
at  our  disposal  were  employed  as  a  matter  of  routine  in 
every  case  where  an  abdominal  tumour  is  present. 

There  are  two  cases  of  real  difficulty  in  connection  with 
the  diagnosis  of  pregnancy,  and  these  are  not  common. 
They  are  : — 

I.  Pregnancy  with  hydramnios, 

I.  Pregnancy  complicated  with  an  ovarian  tumour. 


1.  Pregnanty  with  hydramnios. — ^The  fact  of  pregnancy 
will  be  ascertained  by  the  history  of  amenorrhcea,  and  other 
symptoms  of  pregtiancy ;  and,  as  regards  physical  signs, 
by  the  condition  of  the  breasts,  and  the  sofrening  of  the 
cervix, 

The  alternate  hardening  and  softening  that  occurs  in 
the  walls  of  the  pregnant  uterus  will  be  recognised  as 
affecting  the  whole  surface  of  the  tumour,  Galabin  says 
lie  has  known  cases  of  pregnancy  with  hydramnios  tapped 
on  the  supposition  that  they  were  cases  of  ovarian  tumour. 

7.  Pregnancy  lomplUated  with  an  ovarian  tumour. — Id 
early  pregnancy  there  is  a  danger  of  the  ovarian  tumour 
alone  being  recognised.  We  must  rely  for  diagnosis  partly 
on  the  history,  and,  if  the  ovarian  tumour  is  not  very  large, 
it  may  be  possible  to  carry  out  the  bimanual  examination, 
and  recognise  the  enlargement  of  the  body  of  the  uterus. 
The  condition  of  the  cervix  should  also  be  noticed.  In 
advanced  cases  there  will  be  the  usual  symptoms  and 
physical  signs  of  pregnancy  to  guide  us,  and  we  may 
recognise  that  alternate  hardening  and  softening  only  occur 
in  part  of  the  swelhng— that,  of  course,  corresponding  to  the 
uterus. 

Phantom  tamours.— By  this  expression  we  mean 
enlargement  of  the  abdomen,  due  (i)  to  the  presence  of 
fiatus,  or  (a)  to  a  large  quantity  of  fat  in  the  abdominal 
wall,  or  (3)  to  contraction  of  the  muscles,  so  as  to  produce 
prominence  of  the  abdomen.  All  these  conditions  are 
often  present  together.  The  history  is  not  of  much  value, 
as  the  patient  is  often  firmly  persuaded  she  is  pregnant, 
or  that  she  has  a  tumour.  Often  by  getting  her  to  keep 
her  mouth  open,  and  breathe  slowly  and  deeply,  while  we 
palpate  the  abdomen,  we  can  sink  the  hands  deeper  and 
deeper  at  each  expiration  till  we  come  down  on  the  vertebrse. 
Bimanually  we  can  make  out  tliere  is  no  tumour  between 
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the  fingers,  and  that  the  uterus  is  not  enlarged.  Phantom 
tumours  and  pregnancy  are,  I  think,  the  conditions  which 
most  often  lead  to  mistakes :  such  mistakes  might  always 
be  avoided  by  careful  examination. 

In  cases  where  there  is  any  uncertainty,  the  administra- 
tion of  an  anKsthelic  will  always  enable  us  to  come  to  a 
definite  conclusion. 

I  have  known  one  case  where  a  wide  separation  of  the 
recti,  allowing  a  large  hernial  protrusion  of  the  intestines 
through  the  interval,  was  mistaken  for  an  ovarian  tumour. 

Distended  bladder. — In  all  cases  of  abdominal  tumour 
a  catheter  should  be  passed,  when,  if  it  be  the  distended 
bladder,  it  will  of  course  disappear  as  soon  as  all  the  urine 
has  been  drawn  off. 

Ascites. — The  circumference  of  the  abdomen  is  usually 
greatest  at  the  level  of  the  umbilicus  in  ascites.  The 
umbilicus  is  equidistant  from  each  anterior  superior  iliac 
spine,  and  maintains  its  normal  position  as  regards  the 
pubes  and  xiphisternal  articulation,  being  about  an  inch 
nearer  the  former  than  the  latter ;  no  tumour  with  a  definite 
outline  can  be  either  seen  or  felt.  The  flanks  are  somewhat 
bulged  out,  and  the  front  of  the  abdomen  somewhat  flattened 
as  the  patient  lies  on  her  back. 

In  ascites,  when  the  distention  is  only  moderate,  a  distinct 
tremor  of  the  surface  is  often  visible,  due  to  oscillations 
of  the  fluid  during  respiration. 

The  front  of  the  abdomen  in  ordinary  cases  is  resonant, 
while  the  flanks  arc  dull.  If,  however,  the  colon  on  either 
side  is  much  distended  with  flatus,  the  note  will  be  more 
or  less  resonant  on  that  side.  If  there  is  a  short  mesentery, 
the  intestines  may  not  be  able  to  float  upwards,  and  the 
front  of  the  abdomen  may  (hen  be  dull.  This  may  also 
happen  if  the  intestines  are  adherent,  or  the  distention 
extreme.     If  the  patient  is  turned  on  one  side,  the  upper- 
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I  flank,  previously  dull,  becomes  resonant.     If  the  A 
is  enclosed  by  adhesions,  diagnosis  will  be  very  difficult.! 

Fibroids. — The  diagnosis  between  fibroid  tumours  sd4 
ovarian  tumours  has  been  fully  considered  at  page  195,  to 
which  the  reader  is  referred. 

Hsematocele. — I  have  seen  several  cases  where  pelvic 
hsemaioccle  has  been  mistaken  for  a  solid  ovarian  tumour. 
The  history  of  sudden  onset  of  the  symptoms,  characteristic 
of  h:ematoce!e,  will  usually  prevent  mistake.  Then,  again, 
the  tumour  in  hematocele  is  firmly  fixed  ;  whereas  the  solid 
ovarian  tumour,  unless  it  is  malignant,  is  more  likely  to  be 
movable :  even  when  malignant,  it  may  be  movable  at  an 
early  stage.  Malignant  ovarian  tumours  are  usually  attended 
by  severe  pelvic  pain,  with  rapid  loss  of  flesh,  and  ascites 
is  not  long  in  making  its  appearance.  Whereas  in  hemato- 
cele, when  the  acutest  stage  is  over,  and  the  patient  at  rest 
in  bed,  yaia  is  not  usually  severe ;  further,  wasting  and 
ascites  do  not  occur. 

When  doubt  arises,  careful  enquiry  should  be  made  for 
a' history  of  extra-uterine  fcetalion  (see  p.  356),  as  almost 
all  cases  of  hematocele  are  produced  by  rupture  of  a  tubal 
gestation-sac. 

Encysted  flerous  or  purulent  perimetritis The 

history  will  help  us  to  distinguish  these  conditions  from 
ovarian  tumours;  the  illness  will  date  from  some  of  the 
well-known  causes  of  pelvic  inflammation,  e.^.,  labour  or 
abortion  ;  there  will  be  the  history  of  pelvic  pain,  perhaps 
rigors  and  vomiting;  there  will  perhaps  be  some  fever 
present  at  the  time  the  case  comes  under  observation.  As 
regards  physical  signs  the  tumour  formed  in  either  of  the 
cases  under  consideration  rarely  has  the  defined  outline 
usual  in  cases  of  ovarian  tumour,  and  it  is  usually  much 
more  fixed  than  ordinar)-  cases  of  ovarian  tumour.  Again, 
on  vaginal  examination  there  wil!  usually  be  clear  evidence 
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of  inflammatory  exudation  in  the  pelvis  round  the  uterus, 
and  this  organ  will  be  more  or  less  fixed.  In  cases  of 
ovarian  tumour  nothing  abnormal  is  necessarily  felt  round 
the  uterus ;  and  though  its  mobility  may  be  restricted  by 
Che  pressure  of  the  tumour  above  it,  the  uterus  is  usually 
not  anything  like  fixed.  Occasionally,  if  we  consider  the 
case  only  on  its  physical  signs,  a  centrally  situated  encysted 
collection  of  pus,  due  to  perimetritis,  may  simulate  an 
ovarian  tumour;  but  the  history  and  tFie  presence  of  well- 
marked  fever  will  help  us  to  avoid  error.  In  some  cases  it 
will  be  impossible  before  operation  to  distinguish  between 
the  cases  here  under  consideration  and  cases  of  pyosalpinx, 
or  of  suppurating  ovarian  tumour. 

Hydronephrosis  and  pyonephrosis. — There  will  be 
a  history  of  a  tumour  growing  from  aliove  downwards  ;  there 
will  usually  be  disturbances  pointing  to  kidney  mischief, 
frequency  of  micturition,  blood,  pus,  or  albumen  in  the 
urine;  and  unless  the  tumour  is  large,  we  may  expect  to 
be  able  to  separate  it  from  the  pelvis,  i.e.,  on  palpation  get 
the  hand  under  it.  We  shall  usually  be  able  to  trace  the 
colon  resonance  across  the  tumour ;  and  no  line  of  reso- 
nance will  be  found  between  the  tumour  and  the  spinal 
column  on  the  side  from  which  the  tumour  grows.  In 
cystic  renal  tumours  the  outline  is  regular,  uniformly 
smooth  and  convex.  On  the  other  hand,  an  ovarian 
tumour  is  first  noticed  below,  and  has  extended  upwards; 
the  intestines  are  behind  it;  there  is  usually  a  line  of 
resonance  in  each  flank  between  the  tumour  and  the  spinal 
column,  unless  the  tumour  is  very  large ;  again,  the  outline 
of  the  tumour  is  often  irregular ;  while,  of  course,  the  urine 
is,  so  far  as  the  ovarian  tumour  is  concerned,  normal ;  and 
menstruation  is,  as  a  rule,  disturbed. 

cases  of  hydronephrosis,  if  the  case  is  some  time  under 
t  observation,  the  siie  of  the  tumour  may  sometimes  be  found 
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to  vary,  the  tumour  diminishing,  or  indeed  at  times  abttet 
vanishing,  owing  to  intermttleot  emptying  of  its  conienB 
inlb  the  ureter. 

Hydatlda  only  rarely  occur  in  the  peltris ;  osually  tbeit 
wili  lie  a  history  of  the  swelling  having  spread  from  ahc« 
down.  When  they  do  occur  in  the  pelvis,  tbey  nre  .  V  ■" 
certain  to  be  mistaken  for  some  more  cooamo  ;■;> 
tumour,  such  as  a  small  ovarian  cyst  Tappinc,  ^-.c. 
would  probably  cn^lblc  us  to  make  the  diagnosis,  is  qq 
dfsirahli;  for  other  reasons. 

Advanced  extra-uterine  pregnancy. — Here  there 
will  be  the  history,  differing  in  all  probability  from  that 
of  ordinary  pregnancy.  The  exact  symptoms  vary  a  good 
deal  in  different  cases  ;  but  periods  of  amenorrhtEa,  brolcen 
liy  irregular  hicmorrhages,  pain  in  the  lower  part  of  the 
alidomen,  perhaps  expulsion  of  a  decidua,  are  symptoins 
lo  1>C  expected  at  some  tiine.  As  regards  physical  sign* 
in  advanced  cases,  the  parts  of  the  fceius  can  be  fell 
with  unusual  distinctness  through  the  abdominal  wall ;  and 
if  the  fujlua  t«  alive,  we  shall  hear  the  fcetal  hean.  In 
actual  practice  early  cases  of  extra-uterine  pregnancy  are 
moat  likely  to  be  overlooked,  or  mistaken  for  pelvic 
cellulitis,  or  peritonitis;  while  advanced  cases  have  to  be 
ili,ignoscd  from  ordinary  pregnancy.  The  only  ovarian 
tumour  at  all  resembling  advanced  extra-uterine  pregnancy 
is  n  large  dermoid  cyst  with  bony  projections  and  masses 
at  various  parts  of  it,  producing  some  resemblance  to  the 
projections  of  fecial  limbs,  or  the  fcetal  skull,  ^Vilh  care 
it  will  usually  be  easy  to  make  out  that  the  resemblance  is 
only  supcrlicial.  that  the  projections  met  with  in  the  dermoid 
ryul  do  not  correspond  either  in  numlier  or  position  with 
those  caused  by  the  presence  of  a  fceius. 

XnUrgome&t  of  the  spleen. — The  edge  of  Uie  spleen 
looking  to  the  riijlit  and  upwards,  and  having  a  notch  ii    "^^ 
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and  tlie  history  of  the  tumour  having  grown  from  above 
down,  will  usually  serve  to  distinguish  this  from  an  ovarian 
tumour. 

The  tumour  is  found  to  have  a  sharp  edge  with  a  notch 
in  it,  this  edge  looking  partly  upwards,  owing  to  some 
rotation  having  occurred  as  the  spleen  enlarged.  The 
history  will  be  of  a  tumour  beginning  above  and  spreading 
downwards.  In  most  cases  diagnosis  is  easy.  Sometimes 
the  error  is  in  taking  an  ovarian  tumour  for  a  splenic 
tumour.  I  remember  a  case  of  this,  where,  at  a  special 
hospital,  the  tumour  had  been  thought  to  be  an  enlarged 
spleen..  At  the  London  Hospital  the  tumour  was  thought 
to  be  ovarian,  and  at  the  operation  was  found  to  be  so. 

Tuberonlar  peritonitia — Malignant  disease  of  the 
peritoneum. — Both  these  conditions  have  not  rarely  been 
mistaken  for  ovarian  tumour,  and  the  diagnosis  may  be 
very  difficult,  and  indeed  is  sometimes  impossible,  prior  to 
exploratory  operation.  My  object  here  is  only  to  call  atten- 
tion to  points  that  are  practically  useful  in  diagnosis,  rather 
than  to  enumerate  differences  that — on  paper — make  the 
diagnosis  appear  easy. 

As  regards  tubercular  peritonitis. — There  is  often  a  con- 
siderable quantity  of  free  fluid  in  the  peritoneum :  this, 
however,  is  by  no  means  very  rare  in  cases  of  ovarian 
tumour.  Through  the  fluid  it  may  be  possible  to  fee!  solid 
masses ;  and  a  point  of  practical  importance  is  that  these 
masses  are  much  more  irregularly  diffused  than  is  the  case 
generally  with  the  irregular  projections  formed  by  the 
development  of  secondary  cysts  in  the  case  of  the  ordinary 
ovarian  tumour.  On  vaginal  examination  hard  fixed  swell* 
ings,  or  a  general  hardness  of  the  vaginal  fomices,  is  what 
may  be  expected  in  cases  of  tubercular  peritonitis.  The 
indefinite  character  of  the  hard  deposits  felt  on  vaginal 
examination  in  cases  of  tubercular  peritonitis  is  a  point  of 
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some  importance.  In  large  ovarian  tumours  often  verj 
little  positive  information  is  obtained  on  vaginal  exami- 
nation, except  as  to  the  exact  length  of  the  uterus. 

Similarly,  in  casa  of  Malignant  disease  af  t^t  fieritoneum, 
the  rapid  formation  of  a  large  quantity  of  free  fluid,  wiffi 
wasting  and  cachexia,    is    what   may    be   expected.      The 

^  masses  felt  are  also  often  irregularly  distributed,  with  wider 

intervals  between  them  than  would  be  the  case  if  the  masses 

I  were  integral    parts    of  an    ovarian   tumour  or  projections 

from  it.  There  is  not  generally  fever  in  cases  of  malignant 
disease  of  the  peritoneum;  while  in  tubercular  peritonitis, 
and  in  cases  of  ovarian  tumour,  if  the  tumour  has  become 
inflamed,  fever  is  common. 

I  Also  on  vaginal  examination   in   the   cases    under  con- 

sideration hard  fixed  masses  are  fell  irregularly  distributed, 
or  lining  the  whole  of  the  vaginal  roof,  and  also  having  the 
indefinite  ouUine  which  has  already  been  referred  to  as 
characteristic  in  cases  of  tubercular  peritonitis. 

It  will  be  seen  that  generally  tubercular  peritonitis  and 

I  ■    mahgnant  disease  of  the  peritoneum  resemble  one  another 

more  than  they  do  the  general  run  of  ovarian  tumours, 

I  As  regards    exploratory   laparotomy — in  cases  of  tuber- 

cular peritonitis  merely  opening  the  abdomen — letting  out 

I  the  fluid  and  closing  the  wound  are  often  followed  by  a  great 

I  improvement  in  the  condition  of  the  patient.     In  cases  of 

malignant  disease  of  the  peritoneum,  on  the  other  hand, 

I  exploratory  laparotomy  is  by  no  means  an  innocuous  pru- 

Lceeding.  There  is  considerable  risk  that  a  low  form  of 
peritonitis  may  follow  the  operation,  to  which  the  patient 
will  succumb.  It  appears  as  if  the  mere  exposure  of  the 
peritoneum  infiltrated  with  the  malignant  masses  to  the  air 
was  enough  to  lead  to  a  fatal  result.  The  healthy  peri- 
toneum easily  disposes  of  any  organisms,  or  of  blood  « 
exudations    following    an    exploratory  incision ;    but   tho 
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unhealthy  peritoneum  infiUrated  with  new  growth  ofteD 
appears  to  be  unequal  to  this  task,  so  that  peritonitis  follows, 
and  the  patient  dies.  \Vhenever  it  is  possible,  therefore, 
it  is  highly  desirable  to  distinguish  tubercular  peritonitis 
from  malignant  disease  of  the  peritoneum.  In  the  former 
case  laparotomy  is  often  very  good  treatment,  whereas  in 
the  latter  it  is  necessarily  "useless,  and  often  fatal. 

In  malignant  disease  of  the  peritoneum  the  growth  has 
no  doubt  often  started  in  the  ovaries — the  order  of  events 
being  malignant  degeneration  of  the  ovaries,  with  subse- 
quent diffused  infection  over  the  peritoneum  generally. 

The  following  are  notes  of  a  case  of  tubercular  peritonidl 
treated  by  laparotomy.     Before  the  operation  the  diagn< 
was    uncertain,    and  lay  between    (i)  an    ovarian    tumom; 
(2)  tubercular  peritonitis,  and  (3)  malignant  disease  of 
peritoneum : — 

H.  C,  aged  33  ;  married  two  yews  ;  tuB  h»d  two  ehadreo,  ibe 
three  months  ago.    Suckled  the  child  liU  two  weeks  »go.    W»s  adr- 
inlo  the  London  Hospital  under  ray  care  oa  Angut  fth.  i*97- 
Gcnenil  health  has  been  giUKi,  and  there  is  00  mbeicrfai  hiMorjr. 

AtMn/if/MWJ.— Abdomen  has  been  swellii^  for ikree  weeks.  ■.,-.-- 
sharp  paJn  in  abdomen  and  back.  Vomitii^  ■Imort  e*ay  d«y.  No 
appetite.     Conslipalion.     Painful  mielnrition.     No  <alcm  <*  1<P- 

Nott  on  admisHon.—^o  apparent  enlaigeioent  o*  li«i. '  Hern  nil. 
.  Tongue  swollen,  "  beefy,"  trcuiulous,  and  soie-  ?■»>«»  !"*»  «f7  i". 
and  is  wasted. 

Abdeminal  ejamjna/wn.— Abdomen  is   prominoa 
bilicus  not  depressed.     Circumference  at  umhilirira,  J 
Terence  1  inches  below  umbilicus,  36I  inches ; 
above  umbiticns,  36  inches ;  umbilicus  to  pub«,  6  _^ 

liphislema!  joitit,  81  inches.  On  palpaUoo  lh«*e  b  <.n^u^)  a.  larxe 
quantity  of  fluid  in  the  abdomen.  Res<w»i»«>e  "  *■**  tmta.  Tip  <^ 
xiphoid  carlilage  can  be  fell.  Area  cottesp  i" J"C  **  '"■'_•''  P""  eif 
alxlomeo,  starting  from  umbilicus,  with 
dull.  No  outline  of  any  tumour  can  be  felE. 
side  to  side.     Skin  of  abdomen  slightly  eed^ 

Vaginai  cjcdWiVia/ifx.— Labia  majora  are  X^ 
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nleri  not  very  paluloua,  Cervii  ralher  closer  to  pnbes  tbin  nonnillT. 
A  hard  nuss  felt  behind  uid  to  the  left,  apparentlj  fixed,  or  nearlr*>- 
Rigbt  aide  ncutf  free.  Sound  cnlcrs  with  curve  (brwud  3  inches. 
Examination  causes  great  pain. 

Fer  rictum. — The  mass  is  evidentlj  outside  and  in  Tnint  of  rectum. 
There  is  a  small  amount  of  Thecal  accomtitadoD. 

Ttmffraturt. — Between  985°  nnd  l<xf  for  first  six  days ;  between 
100^  and  iorj°  for  neit  six  dajs. 

Occasional  vomiting. 

0^™/wnan^«fi«/l6(A.^Laparolomy  wound  of  sinchei  made.  Peri- 
'  toneum  found  to  be  adberenl  to  abdominal  wall.  Peritoneum  incised. 
About  two  gallant  of  clear  fluid  escaped,  Holh  parietal  and  visceral 
peritoneum  were  found  to  be  studded  with  miliary  tubercle.  A  mass 
about  the  size  of  a  large  cocoanut  was  seen  rising  out  of  the  pelvis, 
apparently  cystic.  There  were  solid  cake-tike  masses  separate  from 
the  pelvis.  The  wound  was  then  seWn  up,  no  washing  out  of  the 
abdominal  cavily  being  done. 

The  pxtienl  stood  the  operation  well,  there  being  no  vomiting  after 
fifteen  or  sbileen  hours.  The  temperature  for  two  and  a  half  weeks 
after  the  operation  tanged  between  93'5°  and  100°,  and  after  this 
mas  normal.  The  vomiting  became  much  less  frequent,  the  puke-rate 
diminisbnl,  an<j  the  patient  had  much  less  pain,  and  began  to  put  on 
Bcsh.  She  left  the  hospital  four  weeks  after  the  operation  much  im- 
proved. A  large  mass  could  slill  be  felt  in  the  lotver  abdomen,  but  there 
was  no  evidence  of  any  fresh  collection  of  fluid. 

Tsreatment. — At  the  present  time  it  is  generally  recog- 
nised that  an  ovarian  tumour  should  be  removed  as  soon  as 
a  diagnosis  has  been  made.  The  natural  history  of  these 
tumours  is  known;  the  large  majority  will  run  on  to  a  fatal 
termination  in  three,  years,  and  they  are  liable  to  many 
accidents,  which  may  place  the  patient  in  immediate  peril 
at  any  moment.  Tapping  is  undesirable  (apart  from  the 
risk  of  setting  up  inflammation  in  the  tumour,  which,  if 
nothing  worse  happens,  will  probably  render  its  subsequent 
removal  much  more  difficult  by  causing  the  tumour  to 
become  more  adherent  to  surrounding  parts),  because  if 
the  tumour  be  tapped,  and  happen   to  contain  papillary 
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growths,  some  of  the  cells  are  very  likely  to  become  de- 
tached from  these,  and  escaping  into  the  general  peritoneal 
cavity,  set  up  similar  growths  there-  No  one  should,  under  ■ 
ordinary  conditions,  perform  ovariotomy  unit 
stances  render  it  probable  that  he  will  have  the  oppor- 
tunity of  performing  the  operation  a  large  number  of  times, 
since  the  mortality  varies  with  the  experience  of  the 
operator.  A  perfectly  uncomplicated  ovariotomy  is  an  easy 
enough  operation.  It  is,  however,  quite  impossible  to  be 
sure  beforehand  that  a  particular  case  is  a  simple  one. 
Unexpected  complications  and  accidents  are  frequently 
met  with,  and  can  only  be  adequately  dealt  with  by  those 
whose  experience  in  abdominal  work  has  been  considerable. 
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Preliminary  considerations. — The  room  for  the 
operation. — As  regards  the  room,  it  is  to  be  remembered 
that  there  will  be  two  persons  constantly  in  it,  subsequent 
to  the  operation— the  [xitient  and  the  nurse — and  that, 
according  to  the  rules  of  hygiene,  each  of  them  requires 
at  least  3000  cubic  feet  of  air  per  hour.  The  air  can  only 
be  changed  three  or  four  times  an  hour  without  draughts. 
There  should  be  therefore  aooo  cubic  feet  of  space  at 
least  in  the  room ;  this  will  suffice  if  the  ventilation  is  good, 
A  room  fourteen  feet  by  twelve  feet,  and  twelve  feet  high, 
contains  roughly  about  the  cubic  space  mentioned.  There 
should  be  a  fireplace  in  the  room,  and  a  very  efficient 
system  of  ventilation  is  by  means  of  a  large  Tobin's  tube. 
A  good  light  is  of  course  indispensable. 

If  the  size  of  the  room  will  allow  of  it,  the  bed  and  the 

operation  table  should  both  be  in  the  room  at  the  time  of 

the  operation  ;  if  the  room  is   loo  small  tt)  allow  of  this 

conveniently,  the  bed  may  be  brought  in  afterwards,  the 

»7 
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paiient,  well  covered  with  blankets,  in  the  roeaiuiioe 
remaining  on  the  operation  table.  This  is  the  system 
followed  in  the  room  which  I  have  for  ovariotomy  it  the 
London  Hospilal^the  room  being  a  small  one. 

.-Issistiui/s.—TviQ  are  needed,  one  to  give  the  anesthetic, 
and  one  to  stand  opposite  the  operator,  and  assist  him  with 
the  operation.  A  third  assistant  is  often  useful.  It  b 
important  that  the  anastbetist  should  have  had  experience 
in  abdominal  cases;  for  if  vomiting  or  coughing  occur 
during  the  operation,  the  risk  of  the  intestines  coming  out 
(and  therefore,  of  course,  the  danger  of  the  operation)  ts 
considerably  increased.  I  prefer  to  have  the  patient  anxs- 
ihetised  with  the  A.C.E.  mixture.  Only  one  nurse  is 
absolutely  necessary ;  where  two  can  be  had  as  easily  as 
one,  it  is  better  to  have  two.  The  nurse  also  should  have 
had  previous  experience  in  abdominal  cases. 

Prtparatian  of  the  /aiienf.She  should  be  confined  to 
bed  for  a  few  days  previous  to  the  operation,  and  care 
should  be  taken  that  the  bowels  are  acting  regularly.  Two 
nights  before  the  operation  a  purgative  is  given,  such  as 
that  recommended  on  page  121, 

Ten  grains  of  the  pil.  col.  e.  hyoscyami  will  do  as  well. 
On  the  morning  of  the  operation  a  copious  enema  of  soap 
and  water  should  be  given, 

The  patient  should  have  long  warm  stockings,  flannel 
drawers,  and  a  flannel  vest  with  long  sleeves,  also  a  flannel 
jacket  to  wear  over  her  nightdress,  the  object  of  this  being 
to  avoid  any  unnecessary  chilling  during  the  operation.  In 
cold  weather  I  hke  the  patient  to  wear  also  a  "  Gamgee 
jacket "  round  her  chest.  The  night  before  the  operation 
the  patient  should  have  a  hot  bath,  and  wash  thoroughly 
with  carbolic  soap,  [tarticularly  the  surface  of  the  abdomen. 
If  the  operation  is  fixed  for  ten  o'clock  in  the  morning,  the 
patient  should  have  a  cup  of  strong  beef-tea  at  six.  .^^^ 
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It  used  to  be  thought  that  ovariotomy  should  not  be 
performed  during  a  menstrual  period;  this  is  now  known 
to  make  little,  if  any,  matter.  In  Iwo  of  my  cases,  for 
instance,  the  jjatient  ivas  menstruating  at  the  lime  of  the 


I 
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operation.  Both  patients  made  good  recoveries.  In  the 
first  of  these  I  was  not  told  till  afterwards  that  menstruation 
had  begun.  In  the  second  case  it  appeared  probable  that 
mental  emotion  had  something  to  do  with  the  occurrence 


Fio.   135. — WttLLs's 


I.  Pressuhe  Forceps. 


of  the  flow ;  the  patient  had  previously  had  the  operation 
postponed  on  account  of  menstruation,  when  she  look 
scarlet  fever,  and  was  away  some  ten  weeks  at  the  Fever 
Hospital.  During  that  time  she  "  saw  nothing  " ;  two  days 
before  the  operation  the  menstrual  flow  began. 
The  sponges, — ^Twelve  sponges  are  sufficient,  three  should 
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be  small,  and  there  should  be  one  large  flat  sponge :  the  I 
remaining  eight  are  of  the  ordinary  size. 

Some  prefer  twenty  sponges.  The  greater  the  toa! 
number  used,  however,  the  more  the  chance  of  the  nurse 
making  some  mistake  in  counting  them.  The  nurse  must 
be  specially  infornied  of  the  importance  of  being  absolutely 
certain  as  to  the  number  of  sponges  she  has.  On  ita 
prtteHct  whatever  should  any  other  sponge  be  brought  into 
the  operation  room,  nor  should  any  sponge  be  torn  in  wo, 


Fiu,  136.— Wells's  large  Psbssuke  Forcsps.  Sometimes  ii 
an  advantage  to  have  forceps  of  tbe  same  size  and  strength  made  w 
the  terminals  seen  in  the  next  figure. 


nor  thrown  away  during  the  operation.  No  matter  hoW 
good  the  nurse,  I  prefer  to  count  the  sponges  before  the 
operation  myself,  and  have  them  counted  over  before  me 
previous  to  closing  the  wound.  The  nurse  should  not 
allow  any  spectator  to  touch  the  sponges ;  it  is  better  for 
the  nurse,  after  wringing  out  a  sponge,  to  put  it  in  a  small  I 
basin  containing  hot  1-40  carbolic  lotion,  and  for  theJ 
operator,  or  his  principal  assistant,  to  take  the  sponge  wheaf 
wanted  direct  out  of  this  basin, 

Artificial  sponges. — For  some  lime  past  I  have  given  Upl 
using  sponges  in  abdominal  cases.    I  use  Gamgee  pads,  < 
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of  various  sizes,  and  •tilched  fjimd  Ut  »m)4  i^  iifWtfW  I 
wool  escaping  from  between  tit«  Ufwt  td  «)•  ,mM 
These  pads  are  boiled  l)efore  lh«  ofrtyMM*  jM  aM 
been  said  as  regards  the  niHnW  t4  t^jnm^^  m«  Ml\'t\t4  I 
to  the  pads  used  in  their  pbcc  Ncir  pa/k  m*  »l  i^M^tt  I 
used  for  each  operation. 

Lis/  of  instrumenti,  tie,   nit4t4  for  imarl/itimtf,     (•  I 
operation  like  ovariotomy,  for  whi/;h  vt   mwiV  ifiWm  • 
required,  the  only  way  to  avoid  omSvtVKn  U  U,  k*V*  a  IMll 
of  everything  needed,  and   prepare  fw  tite  tt^IMm  Nl| 
accordance  with  the  list. 

The  ultimate  responsibility  for  everything  Ijeing  r*KJ»*  H 


w 


w0f  «HemmU0mm  tf^ 


with  the  operator ;  but  as,  from  dw 

the  case,  many  matters  of  the  pta 

before  and  during  the  operation,  hav*  Mt  ^  4Bin4«4  l#  ' 

by  others,  it  may  be  well  said  that  •  mtetm^^  iVt9liM-imf' 

is  a  triumph  of  organisation  quite  aa  OHWb  «»4#  4ft^4/im. 

The  anaslhctic. 

Sttritiser  (see  p.  43). 

Porcelain  tr.tys  (4).— They  should  W  m0i-it«0f  .(My 
to  allow  the  instruments  to  lie  well  ingwtw<  «A  iigg^Ai 
lotion  without  being  too  full. 

Sponges  (12). — See  paragraph  on  tpam^ti,  mf^4. 

Waterproof  sheet  with  mial  opening,  -  -Om  *iw  Afc  ^ 
about  two  inches  round  the  openif^  (" 
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with  plaster.  Just  before  the  operation  the  side  spread 
with  plaster  is  held  to  the  fire,  and  then  made  to  adhere 
to  the  surface  of  the  abdomen.  The  object  of  having  this 
sheet  is  merely  to  keep  the  patient  dr>' — fluid  from  the  cysi, 
etc.,  that  would  otherwise  wet  her  clothes,  running  off  on 
the  waterproof.  Many  operators  have  given  up  this  water- 
proof sheet. 

Footbath  or  pail  to  catch  the  fluid. 

Two  glass  kidney-shaped  reedvers,  useful  for  catching  fluid. 

Sterilised  towels  {4  at  least). — ^To  be  wrung  out  of  hot 
1-40  carbolic,  and  placed  over  the  waterproof  sheet- 
above  and  one  below.     As  these  get  soiled  during 
operation  they  are  changed  for  clean  ones. 

Sfttlpel. — This  should  not  be  too  small. 

Prol't'Pointed  bistoury  (which  some  operators  use  for 
enlarging  the  incision  upwards;  scissors  do  equally  well 
for  the  purpose,  should  this  be  required). 

Scissors  {lilunt-poinled). — One  straight  pair,  one  pair  bent 
on  the  Rat. 

A  pair  of  large  bliitti  hooks,  t\\G  hook  forming  a  segment 
of  a  circle  the  size  of  a  penny. 

Dissecting  forceps. 

A  pair  of  longer  forceps  with  teeth. — Useful  for  pinching 
up  the  layers  of  the  abdominal  wall  to  be  divided  after  the 
skin  and  fat  have  been  cut  through. 

Bull-dog  artery  forceps. 

Twelve  pairs  of  Spencer  Wells's  small  pressure  forceps. — 
It  is  convenient  to  have  six  pairs  of  straight  forceps,  and 
six  bent  on  the  flat. 

Three  fairs  of  small  T-shaped  Wells's  foreeps  are  some- 
limes  useful. 

Six  pairs  of  Spencer  IVells's  large  pressure  forceps. — Two 
of  the  largest  straight,  two  bent  on  the  flat,  and  two  straight 
pairs  of  intermediate  size. 
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Pedicle  Htedie  for  transfixing  [he  pedicle, 
made  with  a  sharp  point.      An  instrument  m 
's  not  actually  sharp,  and    yet    not  very  bl 
I  prefer.     The   eye  should    take  No.  5 
Chinese  twist,  ivhen  wet,    easily. 
Cyst  forceps. —  Vvio  pairs. 
ly^ls's  trocar,  or  Thorrtton's.  -  ^Vells's, 
heing    larger,    is    suitable     for    tumours 
containing    a    large    quantity    of    fluid, 
'  Thornton's  is  useful  when    the  quantity 

of  fluid  to  be  evacuated  is  not  great.      It 
'\s.  easier  with  the  latter  to  jjrevent  escape 
of  the  fluid  \,y  the  side  of  the  trocar. 
yolsellm  (3). 
Two  strong  retrac/ars. 
Tioche  paits   of  stra/gAi   needles    for 
passing  the   deep  sutures   through   the 
abdominal  wall. 

It  is  convenient  to  have  two  sets  of 
these  straight  needles^t  shorter  set  U^ 
thin  patients,  and  a  longer  set  for  <^ 
"here  the  abdominal  wall  is  very  t»>K* 
Ihat  will  take  a  thicker  silk.  . 

Twelve  pieces  of  silk  about  eightoej 
inches  long  (Spencer  Wells)  are  cuj  »-* 
threaded  at  each   end   on    one    o*   ' 
needles. 

Silkworm-gut  sutures  ioi  tbe  abd'-W"* 
wall  are  now  used  by   most    op':'^'^  ^ 
instead  of  silk. 
Needle-holder  and  Ihree   s^^"//  «"^ 
I    '^'^'''^  for  passing  superficial   »""■' 
I  u  ^"^'"^'^"'>  needle-holder,   t^^   "' 
I  be  used  with  it,  may  be  added  t«  ' 
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Two  hug  peritoneal  sponge- holders,  similar  in  pattern  to 
that  figured  on  page  39,  but  a  little  longer. 
Curved  needle  in  handle. 

Carliolised  silk  {Chinese  twist,  or  braided  silk— the  latter 
is  very  strong).* 

All  the  silk  to  be  used  should  be  boiled  in  a  solution  of 
carbolic  acid  (1-40)  the  day  before  the  operation  for  a 
quarter  of  an  hour-  It  should  then  be  wound  on  glass 
reels,  and  left  in  i-ao  carbolic  lotion  till  required,  It 
is  of  course  essential  that  the  hands  of  whoever  is  going 
to  wind  off  the  silk  should  be  most  carefully  rendered 
aseptic. 

Two  mackintosh  aprons  are  required,  one  for  the  operator, 
the  other  for  his  assistant.  They  should  be  long  enough 
to  reach  from  the  neck  to  the  feet,  and  must  be  tlioroughly 
washed  after  each  operation. 

A  laryngoscopic  mirror  and  lamp  should  be  at  hand  for 
throwing  light  into  the  pelvis  if  necessary. 
Two  ordinary  maekintoshes. 
Lister's  dressings. 

Two  packets  of  iodoform  gauze  (zo  per  cent.)- 
A  flannel  binder  to  fasten  over  the  dressing.     It  is  well 
to  have  lint  sewn  at  the  part  where   the   binder  comes  in 
conuct  with  the  patient's  back.  u  .w  l 

Strips  of  flannel  bandage  to  pass  round  each  th.fO., -d 
pin  to  the  lower  edge  of  the  abdorr,inal  bmde^«.  ^ 
keep  it  in  place.  These  strips  should  ^J^TtjT' 
the  operation  by  the  nurse,  as  often  as  they  u«*«-»  wPf. 
irwa! 

.  No.  a  «'?'"•" 


I'asins,  besides  those  used  for  washing  w* 
'  The  following  siies  should  be  prepared  i^Pf***^  *^<^*g«>< 


Chinf 
for  fine  ligatures,  or  for  suWrii^  _.... 
wall,  ot  for  tying  adhesions ;  No.  4  fo'  *"* 
Imid^  silk  for  siouler  pedicles. 
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for  the  nurse  to  use  in  washing  the  spongcsi  one  smaller  for 
handing  the  sponges  as  described  above,  one  placed  con- 
veniently for  ihc  operator,  that  he  may  riiise  the  hands 
from  lime  to  time  during  the  operation,  one  containing 
plain  water  for  rinsing  off  the  soap  after  washing  the  hands, 
and  one  containing  i-iooo  perchloridc  and  a  nail-brush 
for  the  final  disinfection  of  the  hands. 

At  the  London  Hospital  I  have  a  large  tin  vessel  holding 
two  or  three  gallons  of  a  1-40  carbolic  acid  solution. 
heated  by  a  large  spirit  lamp  underneath,  to  ensure  fl 
plentiful  supply  of  hot  water  throughout  the  operation, 
without  the  nurse  having  to  obtain  it  from  outside. 

Three  nni'  woojen  Hail-brushes. — Two  for  washing  the 
hands  and  nails,  and  one  to  be  kept  free  from  soap  and  used 
with  the  perchloride  solution. 

A  calktter. 

An  injection  I'Httle,  in  case  it  is  requisite  to  give  brandy 
per  rectum. 

Razor  and  sublimate  glycerine  (i-iooo)  for  shaving  the 
pubes. 

Hypodermic  syringe  for  giving  morphia,  if  necessary,  after 
the  operation. 

Trendlenber^i  operating  table,  or  one  on  a  similar  prin- 
ciple. This  is  useful  in  case  it  be  desirable  to  get  a  good 
view  of  the  deeper  parts  of  the  pelvis.  The  patient's  head 
is  towards  the  window.  With  Trend lenbcrg's  table  there 
is  a  hinge  joint  nearer  the  foot  than  the  head,  which  enables 
the  pitient's  pelvis  to  be  raised  to  the  desired  extent  till  a 
good  view  is  obtained. 

Certain  other  instruments  must  be  at  hand  in  re: 
r.  ///  case  drainage  may  be  necessary : — 
Keith's  glass  drainage-tubes  (difl'erent  siies). 
India-rubber  sheeting  for  the  same. 
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Glass  tube  about  12  inches  long,  rather  narrow,  for 
drawing  up  fluid  from  the  drainage-tube.  This  is  better 
Ihan  sucking  up  the  fluid  with  a  syringe. 

2.  In  cnse  it  may  he  mctssary  to  fix  the  fidide  in  the  Imver 
angle  of  the  wound : — 

The  clamp,  with  wires,  and  pincers,  for  adjusting  the 

Transfixion  pins  with  caps. 

Solid  perchloride  of  iron  for  applying  to  the  stump. 

3.  &forri^s  kidney  retractors. 

4.  T«M  quart  Jugs  for  use  in  washing  out  peritoneum,  nr 
a  glass  irrigation  apparatus  with  terminal  glass  tube. 

5.  Transfusion  apparatus. 
Lotions,  etc.,  necessary : — 

Carbolic  (i-io).— Four  Winchester  quarts  at  least  ready 
mixed. 

Tincture  of  iodine  (Jx,). 

Sublimate  lotion  (1-500).— Two  ^Vinchester  quarts  at 
least ;  or  the  tabloids  for  making  i-iooo. 

Sublimate  glycerine  (jij.  of  i-iooo). 

Methylated  spirit  for  the  steriliser. 

Hot  water. — An  unlimited  supply. 

Solution  of  sodium  chloride  Csij.  lo  3j.).— 5viij.  should  be  at 
hand.  This  is  boiled  the  day  before,  and  what  evaporates 
made  up  with  boiled  water. 

A  gallon  of  boiled  water  should  be  prepared  for  the 
operation.  If  the  peritoneum  is  to  be  washed  out,  Sj.of  the 
sterilised  salt  solution  is  added  to  a  quart  of  the  boded 
water-this  is  then  the  right  strength  (5J-  of  sodium  chloride 
to  the  pint).  A  convenient  plan  is  to  add  3j.  of  ine  s^'' 
solution  to  a  pint  of  cold  Iwiled  water,  and  then  make  it  up 
to  two  pints,  partly  with  boiling  water  from  the  kettle,  and 
partly  with  more  cold  boiled  water,  till  it  «  of  the  desired 
temperature. 
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The  Operatiox. 


Before  the  patient  is  brought  into  the  room  all  the  in- 
struments are  cowred  with  a  towel. 

The  nurse  should  see  that  the  patient  passes  her  waur 
immediately  before  she  la  brought  in.  It  is  well  to  have  2 
catheter  passed. 

No  spectators  should  be  allowed  in  till  the  patient  is 
under  the  influence  of  the  anxsthctic. 

As  the  patient  lies  on  the  table  her  clothes  are  drairn  up 
round  the  waist,  so  as  to  be  out  of  the  way ;  the  legs  are 
then  tightly  wrapped  in  a  blanket,  arranged  so  that  it  can 
be  lucked  in  below  the  feet. 

As  BOon  as  the  patient  is  unconscious  the  pubic  hair  is 
shaved  olf,  so  far  as  it  seems  likely  to  be  in  the  way,  ^Vhen 
she  is  not  nervous,  it  saves  time  to  have  this  done  the  niglii 
before  by  the  nurse.  An  ordinary  mackintosh  is  now  placed 
over  the  blanket  covering  the  lower  extremities. 

The  operator  and  his  assistant  take  off  their  coats,  and 
turn  up  their  shirt-sieeves,  well  above  the  elbow.  It  is 
convenient  to  put  on  a  white  linen  coat,  and  roll  up  its 
sleeves  well  above  the  elbow.  The  mackintosh  apron  is 
then  put  on.  They  now  wash  their  hands  and  arms 
thoroughly,  paying  special  attention  to  the  nails  (the 
water  should  contain  an  excess  of  tincture  of  iodine, 
enough  to  make  the  water  brown  in  spite  of  the  satp) ; 
and  after  washing  rinse  off  the  soap  in  plain  water.  Then 
the  hands  and  arms  are  to  be  scrubbed  for  two  minutes 
in  i-iooo  perchloride  lotion  with  a  nail-brush  not  used 
for  soap.  The  mackintosh  with  the  oval  opening,  which 
has  been  in  the  meantime  held  to  the  fire  by  the  nurse 
to  melt  the  plaster,  is  then  carefully  adapted  to  the  surface 
of  the  abdomen,  so  that  the  aperture  is  symmetrically 
situated  with  regard  to  the  middle  line  from  the  umbilii    ~ 
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to  the  pubes.  The  lower  end  of  the  opening  in  the  mackin- 
tosh should  be  at  the  upper  margin  of  the  pubes.  Many 
operators  no  longer  use  this  mackintosh. 

The  operator  now  sponges  the  skin  with  1-1000  per- 
chloride  lotion,  and  also  the  mackintosh  for  a  few  inches 
round  in  each  direction.  The  sterilised  towels  are  now 
wrung  out  of  hot  1-40  carbolic,  and  placed  over  the 
mackintosh,  one  above  and  one  below. 

The  mci&ion — The  operator  now  taltes  a  scapel  and 
makes  the  incision. 

This  should  be  in  the  middle  line,  and  should  begin  about 
one  inch  or  an  inch  and  a  half  below  the  umbilicus,  and  not 
extend  lower  than  to  within  two  inches  of  the  pubes.  As 
soon  as  the  skin  and  fat  are  divided,  the  assistant  should 
press  a  sponge  firmly  into  the  wound  for  a  few  seconds  ;  the 
operator  then  fixes  Wells's  pressure  forceps  on  any  bleeding 
points.  Unless  the  recti  should  have  been  separated,  the 
sheath  of  one  or  other  rectus  must  be  opened,  as  there  is 
no  linea  alba  below  the  umbilicus  (Treves),  The  operator 
pinches  up  the  white  aponeurosis  in  view  with  the  toothed 
forceps,  and  makes  an  opening  in  it  with  the  knife  held  flat. 
The  aponeurosis  is  then  divided  to  the  full  extent  of  the 
wound  by  means  of  scissors  bent  on  the  flat.  The  recti 
are  not  to  be  cut ;  the  operator  must  look  for  the  interval 
between  them,  and  divide  the  tendinous  structures  found 
there  by  pinching  these  up,  and  cutting  towards  himself, 
whh  the  knife  held  flat,  till  the  yeliow  sub-peritoneal  fat 
comes  into  view.  Spencer  Wells's  forceps  are  then  put 
on  any  points  that  may  be  bleeding,  and  the  wound 
sponged  clean.  The  sub-peritoneal  fat  and  peritoneum  are 
then  pinched  up  and  divided,  with  the  knife  held  flat  as 
before.  As  soon  as  the  opening  made  in  the  peritoneum  is 
large  enough  to  admit  the  finger,  the  fore-finger  of  the 
hand    is   introduced,  and   the  peritoneum    opened  to  the 
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extent  of  the  wound  by  means  of  sdssois  bent  on  the  tA 
passed  along  the  finger. 

The  surface  of  the  cyst,  which  usually  has  a  greyish-blot 
colour,  is  now  seen.  The  wound  should  be  large  enough 
to  allow  the  operator  to  introduce  his  hand  and  part  of  bj* 
arm  into  the  peritoneal  cavity,  so  that  he  may  thorougUj 
explore  the  relations  of  the  tumour. 

If  the  cyst  is  small,  so  that  it  can  be  removed  witbom 
puncturing  it,  either  through  the  existing  wound,  or  by  ooiy 
enlart^ing  this  a  little,  it  is  better  to  remove  it  entire,  as  it 
is  impossible  to  be  sure  beforehand  that  the  contents  wsj 
not  be  foetid  pus.  As  a  rule,  however,  the  next  step  of  fl« 
operation  is  puncturing  the  cyst. 

The  assistant  steadies  the  cyst  by  placing  his  hands  one 
on  each  side  of  the  abdomen.  The  operator  then  takes  the 
trocar  and  plunges  it  into  the  cyst,  using  no  more  force  than 
is  necessary-.  As  soon  as  the  trocar  is  in  the  cyst  cavity,  the 
canula  must  be  projected  beyond  the  trocar.  As  a  rule  tht 
daws  on  Wells's  trocar  do  not  afford  a  very  satisfactory  holi 
so  that  it  is  better  to  seize  the  cyst  wall  near  the  point  of 
puncture  with  a  volsella.  Great  care  should  be  taken  to 
avoid  allowing  any  of  the  contents  of  the  cyst  to  esc^ 
into  the  peritoneal  cavity.  If  the  tumour  is  composed 
chiefly  of  a  single  cyst,  it  will  soon  have  collapsed  sufti- 
ciently  to  allow  of  its  being  drawn  out  of  the  wound  ;  it,  oa 
the  contrary,  the  tumour  is  made  up  of  several  large  cyst^ 
besides  the  one  punctured,  it  will  not  come  out.  It  wiO 
then  be  necessary  either  to  bring  these  in  turn,  so  long  ■) 
the  tumour  cannot  be  drawn  out,  up  to  the  wound,  and  punc- 
ture them ;  or  the  puncture  first  made  may  be  enlarged,  « 
that  the  operator  can  pass  his  hand  and  arm  into  the  interiot 
of  the  cyst,  and  break  up  the  secondary  cysts. 

If  the  operator's  hands  are  fouled  with  the  contents  rf 
the  cyst,  he  must  wash  tiiem  thoroughly  before  i^in  usiof 


Fiu.  140.— Pedicle  Nkkole  for  transfixing  the  Pebicle. 

Adhesions  deep  down  in  the  pelvis  also  require  very  careful 

management. 

According  lo  their  length  and  firmness,  it  will  be  right 
either  to  tie  them  with  carbolised  silk,  or  lo  split  the  cyst- 
wall,  and  leave  a  thin  portion  of  it  attached. 

Ligature  of  the  pedicle.^The  assistant  holds  up  the 
tumour  so  that  the  pedicle  is  well  in  view.  The  operator, 
holding  the  pedicle  between  the  thumb  and  fingers  of  the 
left  hand,  selects  the  point  through  which  to  pass  the 
pedicle  needle,  specially  avoiding  any  vessel.  He  then 
transfixes  it  with  the  pedicle  needle  (Fig.  140),  threaded 
with  the  silk  previously  selected  for  the  purpose.  The 
loop  of  the  ligature  is  seized  on  the  far  side  of  the  pedicle, 
and  held  while  the  pedicle  needle  is  withdrawn.  There  are 
at  least  three  good  methods  of  proceeding  from  this  stage. 
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I.  The  loop  h  drawn  through  till  ii  is  large  enough  lo 
allow  of  its  being  carried  over  the  whole  cyst  towards  the 
o[)erator ;  he  then  places  one  of  the  free  ends  above  tht 
loop,  and  holding  the  pedicle  with  his  left  fore-finger  and 
thumb,  draws  the  two  free  ends  of  the  ligature  taut,  su  as 
to  constrict  the  pedicle.  They  are  then  tied  as  tightly  as  a 
possible  without  breaking  the  ligature.  In  making  the  first 
tie  the  one  end  should  be  hitched  twice  over  the  other. 

This  mode  of  managing  the  ligature — drawing  back  the 
loop  over  the  tumour — passing  one  of  the  free  ends  above 
the  loop,  drawing  the  ends  tight,  and  tying,  is  the  one 


Fig.  141,— The  St. 
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introduced  by  Mr.  Lawson  Tail,  and  he  has  named 
knot  "the  Staffordshire  knot"  (Fig.  141). 

It  is  suitable  where  the  tumour  is  small — for  example, 
not  larger  than  a  cocoanul— and  where  the  pedicle  is  thin. 

Whatever  method  of  ligature  is  adopted,  when  the  knots 
are  being  drawn  tighl,  the  assistant  must  lower  the  tumour, 
so  that  the  pedicle  may  not  be  on  the  stretch. 

3.  Another  simple  way  of  ligaturing  the  pedicle  is  to 
transfix  as  before,  leaving  a  loop  on  the  far  side,  then  to 
carry  one  of  the  free  ends  round  the  pedicle,  ]>ass  it  through 
tlie  loop,  draw  the  two  free  ends  tight  round  the  other 
side  of  the  pedicle,  and  tie  them  together  (Tigs,  i^j  and 
i4j).  This  is  an  extremely  convenient  method,  and  1 
have  used  it  in  a  great  many  cases.      This  knot  1 
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answers  well  for  tying  the  broad  ligaments  in  vaginal 
hysterectomy,  and  I  have  referred  to  it  when  describing 
that  operation. 

It  is  important  while  tying  the  ligature,  although  aiming 
at  tying  it  tight,  to  stop  well  short  of  using  the  degree  of 


1 
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Fig.  142  (Doran). 

force  that  will  break  it ;  apart  from  the  waste  of  time  in 
applying  another,  such  an  accident  may  lead  to  a  tearing 
of  the  pedicle,  and  this  may  be  very  troublesome.  In  one . 
of  my  early  cases  the  ligature  broke :  I  immediately  turned 
to  get  another,  and  proceeded  to  transfix  and  tie  what 


i 


Fig.   143  {Dorad). 

appeared  to  be  the  same  pedicle  as  before.  After  the 
ligature  was  applied  there  was  an  area  outside  il,  from 
which  pretty  free  bleeding  occurred ;  and  as  there  had 
been  no  adhesions  in  the  case,  X  was  at  lirst  puzzled  to 
account  for  it.  It  was  really  the  outer  part  of  the  original 
pedicle  which  had  been  torn,  or,  as  it  were,  had  the  peri- 
toneum "scalped  "  off  it  by  the  first  ligature.     As  soon  as 
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I  made  oul  what  liad  happened  I  transfixed  the  broad 
ligament,  and  tied  the  bleeding  surface  with  the  Stafford- 
shire knot.    The  patient  made  a  good  recovery. 

Some  recommend  lying  a  preliminary  ligature  round  the 
outer  part  of  the  pedicle,  which  contains  the  ovarian  vessels, 
before  applying  the  main  ligature.  It  certainly  appears  to 
be  an  additional  safeguard  against  secondary  hiEmorrhage; 
it  cannot  be  considered  as  absolutely  necessary;  but  it 
may  be  advantageously  used  when  the  o\'arian  vessels  «fe 
very  large,  and  the  whole  pedicle  is  thick  and  broad. 

It  is  well  also  to  tie  a  ligature  round  the  vrhoJe  pedicle, 
taking  care  to  let  the  silk  lie  in  the  groove  already  made 
by  the  other  ligatures.     All  the  ligatures  are  cut  short, 

3-  Another  method  of  tying  the  pedicle,  and  perhaps  the 
one  most  generally  used,  i.";,  after  transfixing  as  before,  Vt 
cut  the  loop  on  the  far  side  ot  the  pedicle,  and  tie  the 
two  resulting  ligatures  one  round  each  half  of  the  pedicle. 
Before  tying,  care  should  be  taken  to  see  that  the  ligatun.-^ 
interlock,  otherwise  the  pedicle  may  be  split. 

Two  pairs  of  Wells's  small  forceps  arc  now  fixed  one 
on  each  side  of  the  pedicle,  about  three-quarters  of  an  inch 
beyond  (on  the  tumour  side  of)  the  ligature,  and  the  pedicle 
is  cut  through  just  beyond  them.  These  forceps  are  to 
enable  us  to  bring  the  pedicle  into  view,  without  disturbing 
the  ligatures,  just  before  the  wound  is  closed. 

A  sponge  fixed  in  a  pair  of  sponge  forceps  (somewhat 
resembling  ^Vells's  large  pressure  forceps)  is  now  guided 
down  along  the  fingers  of  the  left  hand  into  Douglas's 
pouch.  If  there'  is  no  bleeding,  it  is  best  to  get  on  with 
the  introduction  of  the  sutures  into  the  abdominal  wall 
A  large  flat  sponge  is  passed  into  the  wound,  so  as  to  keep 
back  the  intestines,  and  soak  up  the  small  amount  of  blood 
escaping  as  the  sutures  are  being  passed.  A  large  blunt 
hook  is  now  introduced  into  the  upper  and  lower  angle 
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the  wound :  these  hooks  are  held  by  the  assistant ;  they 
facilitate  the  even  introduction  of  the  sutures,  and  the  neat 
apposition  of  the  edges  of  the  wound.  No  needle-holder 
is  necessary ;  the  operator  begins  at  the  lower  end  of  the 
wound,  pinches  up  the  abdominal  wall  with  the  fore-finger 
and  thumb  of  the  left  hand,  and  passes  the  needle  from  the 
peritoneum,  about  a  quarter  of  an  inch  from  the  cut  edge, 
through  all  the  structures  of  the  abdominal  wall,  muscle 
included,  and  brings  out  the  needle  on  the  skin  about  a 
quarter  of  an  inch  from  the  cut  edge.  The  needle  already 
threaded  on  the  other  end  of  the  suture  is  then  passed 
similarly  through  the  abdominal  wall  on  the  other  side. 
When  as  many  sutures  have  been  passed  as  seem  necessary, 
the  free  ends  on  each  side  are  gathered  together,  and  fixed 
with  a  pair  of  Wells's  forceps  ;  the  loops  of  the  sutures 
lying  across  the  wound  are  then  pulled  long  enough  to 
allow  of  their  being  caught  and  held  out  of  the  way  by  the  - 
blunt  hooks  in  the  upper  and  lower  angles  of  the  wound. 
The  flat  sponge  is  then  removed.  If  much  blood  or  fluid 
from  the  cyst  have  escaped  into  the  peritoneum,  it  is  best 
to  wash  out  the  peritoneal  cavity  with  sterilised  normal  sal.t 
solution  (5j.  to  Oj.)  heated  to  blood  heat.  The  edges  of 
the  wound  are  held  together,  and  the  abdomen  is  kneaded, 
so  that  the  fluid  may  wash  the  peritoneum  thoroughly. 
The  time  occupied  in  the  process,  and  the  quantity  of  fluid 
to  be  introduced,  will  depend  entirely  on  the  degree  to 
which  the  peritoneum  has  been  fouled.  For  example,  if 
ftelid  pus  from  a  suppurating  cyst  has  got  into  the  peri- 
toneum, the  washing  must  be  done  very  thoroughly  indeed. 
Some  operators,  however,  do  not  wash  out  even  in  such 
cases ;  they  rely  entirely  on  sponging,  and  consider  that 
wa.shing  out  rather  tends  to  diffuse  the  irritating  material 
through  the  peritoneal  cavity  generally.  No  doubt  washing 
out  may  be  easily  overdone.    Many  operators  get  very  goc 
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results  who  never  adopt  it.  The  water  is  then  sponged 
out — just  at  the  last,  the  patient's  shoulders  being  raised 
off  the  table,  to  allow  all  the  fluid  to  flow  into  the  pelm 
The  last  sponge  should  come  up  dean. 

The  operator  should  not  forget  to  look  at  the  other  ovary ; 
if  it  should  be  in  a  state  of  cj-stic  degeneration,  it  also  mnS 
be  removed. 

The  sponges  and  forceps  must  now  be  carefully  counted 
before  closing  the  wound ;  it  is  best  that  the  counting  be 
done  under  the  operator's  eye,  so  that  he  may  feel  personally 
certain  that  the  numbers  are  correct. 

The  abdominal  sutures  are  then  tied,  beginning  below, 
the  edges  of  the  skin  being  carefully  adjusted,  and  the 
sulures  not  lied  too  tightly.  If  necessary,  superficial  sutures 
of  fine  silk  are  inserted  with  a  small  curved  needle  held  in 
a  needle-holder.  If  the  waterproof  sheet  has  been  used,  it 
is  now  removed,  the  surface  of  the  aMonien  cleaned,  and 
the  wound  dressed.  Several  pads  of  iodoform  gauM  are 
placed  over  and  around  the  wound.  Some  loose  carbolic 
gauze  or  Gamgee  tissue  may  be  used  to  fill  the  hollow  pro- 
duced by  removal  of  the  tumour,  if  it  has  been  a  large  one. 
The  outside  dressing  is  then  put  on,  and  the  (iannel  binder 
pinned  tightly  over  all.  The  patient  is  then  put  back  to 
bed.  There  should  be  a  hot  bottle  for  her  feet  ready 
in  bed. 

Special  difflcalties  daring  the  operation. —There 
may  at  the  outset  be  some  difficulty  in  ascertaining  when 
the  peritoneum  has  been  reached  ;  this  is  likely  to  occur 
when  there  are  dense  adhesions  between  the  anterior  surface 
of  the  tumour  and  the  parietal  peritoneum.  Under  such 
circumstances  it  is  best  to  enlarge  the  wound  in  an  upward 
direction,  so  as  to  endeavour  to  strike  the  peritoneal  cavity 
above  the  adherent  part  of  the  tumour. 

The  tumour  may  be  found  to  have  no  pedicle,  having 
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grown  between  the  layers  of  the  broad  ligament  beneath  the 
pelvic  peritoneum.  Sometimes  after  tapping  it  becomes 
possible  to  get  a  sort  of  broad  pedicle,  and  lie  it  in  the 
usual  way.  This  happened  to  me  in  one  case  where  the 
tumour  had  grown  outwards  between  the  layers  of  the  left 
broad  ligament  to  the  wall  of  the  pelvis.  There  were  no 
adhesions ;  but  before  tapping  the  tumour  was  perfectly 
immovable.     The  patient  made  a  good  recovery. 

Enucleation — When  no  pedicle  can  be  established 
even  after  tapping,  the  opening  made  by  the  trocar  must  be 
enlarged  somewhat,  and  the  cyst  shelled  out  of  its  capsule. 
Large  vessels  must  be  seized  with  Wells's  forceps  and  tied. 
Care  must  be  taken  not  to  lacerate  the  capsule  during  this 
proceeding. 

As  regards  the  capsule  left  after  enucleation  of  the  cyst,  it 
may  happen : — 

1.  That  it  can  be  drawn  up,  its  attachment  transfixed,  and 
tied  like  an  ordinary  pedicle,  and  the  rest  of  the  capsule 
removed ;  or, 

2.  If  this  cannot  be  done,  the  capsule  may  be  drawn  up 
and  stitched  to  the  lower  part  of  the  abdominal  wound, 
any  superabundant  portion  beyond  the  stitches  being  cut  off. 
If  the  capsule  has  not  been  torn  in  shelling  out  the  cyst, 
the  cavity  of  the  capsule  will  then  be  completely  shut  off 
from  the  genera!  peritoneal  cavity.  A  glass  drainage-tube 
is  inserted  into  the  cavity  of  the  capsule.  The  peritoneal 
cavity  is  treated  in  the  ordinary  way,  as  already  described. 

3.  After  enucleating  a  cyst,  even  a  large  one,  if  all  the 
vessels  in  the  capsule  have  been  secured,  and  there  is 
nothing  but  capillary  bleeding,  the  walls  of  the  capsule  will 
sometimes  fall  together,  and  need  not  be  drawn  up  and 
stitched  to  the  abdominal  wall  as  above  described.  The 
abdominal  wound  may  simply  be  closed  in  many  of  these 
cases  without  drainage. 
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Oa  opecing  Ibe  abdocaea  the  tomoiir  ns^  ptmv  to  be 
mligmnt,  and  so  denadf  adberent  in  erery  direction  Hal 
itwmal  of  it  woald  be  imposs^e^  In  such  a  case  Uie 
voond  imut  be  dosed.  Apart  from  malignancy,  an  ordinarr 
OCTiian  tniDODr  may  be  so  universally  adherent  that  com- 
[Jete  remoral  is  impossible.  This  is  very  rare  when  tlie 
'  has  had  much  experience.  In  such  a  case  the 
le  by  the  tn>car  in  the  cyst  is  enlarged,  the 
hand  introduced  into  the  cyst  cavity,  and  as  much  as 
possible  at  tbe  solid  laaterial  in  the  cyst,  if  any,  removed ; 
die  edges  of  tbe  cyst  are  then  stitched  to  the  abdonuiu] 
van.  so  OS  to  shut  oS  the  cyst  cavity  from  the  general 
peritoneal  canty,  and  a  glass  drainage-tube  inserted. 


Fig.  144.— Kbitu^  Glass  Drain aoe-Tuuk.  ^H 

Drainage.— In  the  account  given  of  an  ordinary  com- 
plete ovariotomy,  drainage  is  not  mentioned,  because  in  the 
large  majority  of  cases  it  is  not  required.  It  is  a  very 
difficult  matter  in  certain  cases  to  decide  whether  to  insert 
a  drainage-tube  in  the  lower  angle  of  the  wound,  or  not. 
Most  cases  certainly  do  not  require  it.  Moreover,  it  adds 
to  the  difficulty  of  the  after-treatment,  and  unless  very  skil- 
fully managed  is  an  additional  source  of  danger  in  ilsel/. 
The  more  manipulation  that  has  been  necessary  within  the 
peritoneal  cavity,  the  more  likely  is  il  that  a  drainage-tube 
ought  to  be  inserted.  When,  therefore,  the  operation  has 
been  very  long  and  difficult,  when  a  very  large  number  of 
adhesions  have  had  to  be  dealt  with,  and  particularly  when 
tbe  separation  of  adhesions  has  left  a  large  oozing  surface, 
a  glass  drainage-tube  (Kig.  144)  should  be  inserted  in  tfa* 
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lower  angle  of  the  wound ;  it  should  be  passed  well  down 
into  Douglas's  pouch.  The  exposed  end  of  the  tube  has  a 
projecting  collar  j  this  is  passed  through  a  small  hole  in  the 
centre  of  a  piece  of  india-rubber  sheeting,  about  a  foot 
square.  The  hole  is  so  small  that  the  end  of  the  tube  can 
only  be  passed  through  when  the  india-rubber  is  on  the 
stretch  ;  it  thus  grasps  the  tube  firmly.  A  sponge  is  placed 
over  the  end  of  the  tube,  and  the  india-rubber  wrapped 
round  the  sponge,  so  as  to  exclude  the  air.  The  upper  part 
of  the  wound  is  dressed  in  the  usual  way.  The  sponge  has 
to  be  changed  and  wrung  out  of  carbolic  lotion  (1-40) 
every  four  hours  for  the  first  twenty-four  hours,  every  six 
hours  for  the  second  twenty-four  hours,  and  after  that  every 
twelve  hours  till  it  is  removed.  It  is  better  to  empty  the  ' 
drainage-tube  at  each  dressing  by  passing  down  it  a  narrow 
glass  tube,  then  putting  a  finger  on  the  upper  end  of  this, 
and  SO  withdraw  the  fluid  a  little  at  a  time  till  all  is 
removed.  This  is  far  better  than  to  suck  up  the  fluid  with 
a  syringe.  Omentum  is  more  likely  to  be  sucked  into  the 
holes  at  the  end  of  the  glass  lube  if  a  syringe  is  used. 
When  the  colour  of  the  discharge  is  no  longer  red,  and  the 
quantity  of  it  very  little,  the  tube  may  be  taken  out.  When 
I  do  use  a  drainage-tube,  I  leave  it  in  till  the  end  of  the 
third  day. 

Drainage  by  iodoform  ^ii«w. ^Instead  of  using  a  drainage- 
tube  a  strip  of  iodoform  gauze  may  be  passed  down  into 
Douglas's  pouch.  The  upper  end  is  left  protruding  about 
an  inch  from  the  wound.  I  have  used  an  iodoform  gauze 
drain  in  several  cases.  It  is  taken  out  at  the  end  of  the 
third  or  fourth  day ;  a  short  strip  is  then  inserted,  so  that 
the  cavity  left  after  removing  the  first  piece  of  gauze  may 
fill  up  from  the  bottom. 

The  objections  to  the  use  of  iodoform  gauze  are,  first, 
that  it  often  causes  a  good  deal  of  disturbance,  especially 
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rapidity  of  pulse,  during  the  first  two  days ;  and,  secondly, 
that  taking  out  the  gauze  is  rather  painful. 

After-treatment. — The  patient  has  nothing  given  her 
by  the  mouth  for  the  first  thirty-six  hours  except  pieces  of 
ice  to  suck,  or  a  teaspoonful  of  iced  soda  water.  Generally 
small  quantities  of  hot  water  seem  more  grateful  to  the 
patient.  If  the  patient  is  feeble,  it  is  as  well  to  begin  glfing 
nourishment  per  rectum  from  the  beginning.  The  nutrient 
enema  should  not  be  more  than  four  ounces  in  quantity ;  it 
may  consist  of  two  ounces  of  peptonised  beef-lea,  one  ounce 
of  coffee,  and  one  ounce  of  brandy.  Great  care  is  neces- 
sary to  avoid  (i)  giving  the  enemata  too  frequently,  or  (i) 
persisting  with  them  longer  than  is  absolutely  necessary.  I 
have  known  a  very  troublesome  diarrhcca  to  be  set  up  in 
this  way.  A  tube  should  be  passed  a  little  way  into  the 
rectum  to  allow  flatus  to  escape  before  giving  the  enema. 
Hypodermic  injections  of  morphia  are  given  if  the  patient  is 
in  much  pain :  they  are  not  always  necessary.  .J\fter  the 
first  thirty-six  hours,  if  there  is  no  sickness,  she  may  begin 
to  take  fluid  nourishment  by  the  mouth,  commencing  with  a 
teaspoonful  of  a  mixture  of  equal  parts  of  milk  and  ttroe 
water,  or  of  milk  and  soda  water. 

It  is  a  great  mistake  to  give  large  quantities  during  the 
first  three  or  four  days  after  an  abdominal  section. 

The  stitches  are  taken  out  on  the  eighth  day,  the  wound 
being  weU  sponged  with  1-40  carbolic  lotion  before 
doing  so.  A  pad  of  iodoform  gauxe  is  laid  on  and  fixed  by 
broad  bands  of  strapping  lo  support  the  cicatrix.  From 
neglecting  to  do  this  the  wound  burst  open  in  one  of  my 
cases.  The  patient  was  the  subject  of  chronic  bronchitis. 
The  edges  of  the  wound  were  dra*  n  together  with  strapping, 
and  the  patient  did  well.  The  bursting  open  of  the  wound 
was  not  attended  by  any  special  symptoms,  although  a 
coil  of  intestine  could  be  seen  at  the  bottom  of  the  wound. 
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This  immunity  was,  I  think,  due  to  the  &ct  thu  the  vmcnf 
cavity  of  the  peritoneum  was  shut  off  hj  iidh»k>nt,  and  Abo 
to  the  fact  that  the  case  was  being  treated  on  riffidty  antt- 
septic  principles. 

At  the  end  of  the  week  the  Iwwcls  shimlil  be  opened  by 
an  enema.  No  solid  food  should  be  givc-n  till  the  bowefa 
have  acted. 

When  the  case  is  going  to  do  ladJjr  afU-T  an  openUkm, 
unfavourable  symptoms  usually  jei  in  alwut  ihe  third  day. 

Rise  of  temperature,  rapidity  of  tite  pulse,  vomiting  hic- 
cough, and  abdominal  distention  may  occuj. 

The  more  of  these  symptoms  that  att  pmcnc  (Ogetber, 
the  worse  the  prognosis. 

Another  early  symptom,  if  the  case  ii  joiog  lo  do  tttdly, 
is  a  change  in  the  appearance  of  die  pollaif i  bee ;  it 
acquires  a.  pinched  look.  The  jniient  MKqr  be  ttom  m 
apprehending  what  is  said  lo  her,  and  thew  maif  lie  §oate 
degree  of  restlessness. 

A  high  temperature  must  be  treated  by  ayply^  kc,  or 
ice-cold  water,  to  the  head — the  fonot*  by  m»amt  of  an 
ice  bag,  the  latter  by  means  of  Thoratoo's  ier«ap^  An  ic*- 
hag  does  very  well.  Brandy  tniMt  be  given  woun^iog  lo 
the  state  of  the  pulse. 

If  all  the  unfavourable  symptoms  meatkiocd 
very  lillle  can  be  done  for  the  patient,  Htd  »*i 
certain  lo  die  before  the  eighth  day. 

In  my  experience  as  regards  prognon*  dtc  VO 
thing  to  judge  by  is  the  pulse,  both  W  Wprifc  i) 
and  its  quality. 

Mr.  Lawson  Tait  writes  as  folloWBi  "CoKcraing  Catal 
cases,  I  am  altogether  of  Dr.  Keiths  opWon.  dui  the  very 
first  search  to  be  made  for  an  expluntel  Acnld  '.«  m  the 
details  of  the  operation."  • 

*  Distaia  of  Iht  OvarUi,  fttatfL 


i 


442 


DISEASES  OF   WOMEN. 


^VheD  the  patient  is  convalescent,  an  abdominAl  belt 
should  be  ordered  for  her  before  she  gets  out  of  bed.  Slw 
should  wear  it  for  a  year  after  the  operation.  Another 
point  of  importance  is  to  warn  her  to  be  exceedingly  careful 
to  rest,  and  to  avoid  any  exposure  at  the  menstrual  period 
for  some  lime  to  come.  Neglect  of  this  precaution  may 
lend  to  very  alarming  symptoms,  high  temperature  and  rapid 
pulse   particularly,    which,  however,  usually  pass  off  in  a 

Mortality  of  ovariotomy. — Although  long  runs  of  cases 
are  recorded  from  lime  to  lime  without  any  Talality,  yet  it 
may  be  taken  that  if  the  rule  of  operating  on  every  case  of 
ovarian  tumour  as  it  comes  is  followed  without  any  rejection 
of  cases,  there  will  be  about  five  deaths  in  a  series  of  one 
hundred  consecutive  cases,  even  in  the  best  hand: 


Ovaritis. 
Etiology. — The    conditions    usually    given  as   causing 


Labour  and  abortion. 

Gonorrha-a. 

Suppression  of  menstrualioH  by  cold. 

Operations  on  the  uterus. 

Recent  marriage. 

Certain  fevers. 

Alcoholism  (Matthews  Duncan). 

On  looking  through  this  list,  it  will  be  seen  that  most 
of  these  causes  are  causes  of  pelvic  inflammation  (pelvic 
peritonitis  and  cellulitis). 

It  is  difficult  to  imagine  what  may  be  called  an  isolated 
ovaritis,  /'.,;.,  an  inflammation  of  the  ovary  without  any 
implications  of  the  structures  in  the  immediate  neighbour- 
hood.     Probably  in   most  cases  ovaritis  is  secondary 
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pelvic  peritonitis  or  cellulitis.  In  the  msc  of  ovaritis 
secondary  lo  ptlvU  peritonitis,  the  inflammation  has  spread 
along  the  Fallopian  tube  to  the  peritoneum,  producing 
pelvic  peritonitis,  which  involves  the  peritoneal  aspect  of 
the  ovary,  producing  adhesions  between  It  and  surrounding 
parts,  e.g.,  the  Fallopian  tube :  this  is  periovaritis.  Just  as 
in  pelvic  peritonitis  the  tissue  immediately  under  the  peri- 
toneum must  participate  to  some  extent  in  the  inflammation, 
GO  in  periovaritis  no  doubt  the  superficial  layers  of  the 
parenchyma  are  at  the  same  time  to  some  extent  involved. 
In  the  case  of  ovaritis  secondary  to  pelvic  cellulitis  (interstitial 
ovaritis),  the  inflammation  has  spread  along  the  connective 
tissue  in  the  fold  of  the  brond  ligament  forming  the  mes- 
ovarium  to  the  parenchyma  of  the  ovary.  Under  pelvic 
cellulitis  I  have  referred  to  a  specimen  I  had  the  oppor- 
tunity of  examining,  where  the  inflammation  in  the  broad 
ligament  was  in  the  stage  of  phlegmon,  while  that  in  the 
adjoining  ovary  had  gone  on  lo  abscess.  A  follicular  form 
of  ovaritis  is  described  where  the  contents  of  the  (iraafian 
follicles  become  turbid,  or  purulent,  the  parenchyma  of  the 
ovary  being  more  or  less  involved  at  the  same  time.  It  is 
sufficient,  however,  to  speak  of  periovaritis  and  interstitial 
ovaritis. 

Ovaritis  may  be  acute  or  chronic.  In  the  acute  form 
there  is  more  or  less  enlargement  of  the  ovary.  In  the 
chronic  form  the  organ  may  be  enlarged ;  but,  on  the  other 
hand,  it  is  said  that  it  may  be  smaller  than  normal,  the 
change  being  of  a  cirrhotic  nature,  with  destruction  of 
follicles.  It  is  well  to  remember  that  healthy  ovaries  vary 
considerably  in  size.  The  ovaries  even  in  the  same  body 
are  often  difl'ercnl  in  size;  and,  again,  the  same  ovary  varies 
in  size  at  different  times,  enlarging  during  menstruation  and 
pregnancy. 

Except  where  there  is  a  great  deal  of  fat  in  the  abdominal 
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wall,  the  ovaries  can  be  felt  by  those  practbed  in  the 
luDuuaaal  exaroination,  even  when  the  ovaries  ate  of  noniul 
siie.  This  can  certainly  be  done  with  the  aid  of  an  arees- 
thetit^  and  not  rarely  even  without  it  in  those  people  who 
submit  well  to  the  examination.  We  must  not  conclude, 
therefore,  merely  because  the  ovaries  are  to  be  felt,  thai 
there  is  necessarily  anything  abnormal — any  inflatnmation 
or  degeneration  of  the  ovary. 

Symptoms  and  signa In  anle  {aits  these  are  the 

same  as  for  the  pelvic  peritonitis  or  cellulitis,  to  which  the 
otitis  is  in  the  Iji^e  majority  of  cases,  if  not  in  all, 
secondary. 

In  tAnimk  tasfs  the  patient  complains  of  paJD  at  Uie 
affected  side;  dysmenorrho^  pain  on  coitus,  sometime 
pain  on  mtcturiiion  or  deffecaiion-  There  is  sometiina 
menorriiagia.  Whether  this  is  present  or  not  depends  oa 
whether  there  is  co-existing  endometritis  of  the  body  of  the 
uterus  or  not  (Matthews  Duncan). 

As  regards  the  phv-sical  signs,  the  uterus  is  probably  less 
mo^'^ble  than  normal,  owing  to  the  persistent  adhesions ; 
and  there  is  a  swelling  about  the  size  of  a  walnut  in  the 
situation  of  the  ovar>-.  this  swelling  often  being  more  or  less 
fised. 

Such  swellings,  when  they  come  to  be  examined  afier 
removal  by  opeiation  or  post-mortem,  are  often  found  to 
consist  of  the  Fallopian  tube  (more  or  less  dibted,  its 
fimbriated  extremity  not  to  be  recognised,  (he  tube  ending 
on  the  surface  of  the  orary),  matted  to  the  ovary  by  adhe- 
sions ;  iind  there  are  also  adhesions  between  the  swelling, 
formed  by  the  tube  and  ovaty,  and  adjacent  parts.  SwJi  a 
condition  is  not  uncommonly  bilateiaL  1  have  known  cases 
where  swellit^s,  believed  to  be  enlarged  ovaries,  as  the 
result  of  physical  exinunstion,  were  found  to  be  chiefly  due 
to dibation «fl|ttSn|iaplbes at m  subsequent  opetatiOB- 
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Treatment — The  treatment  of  acute  ovaritis  is  that  of 
acute  pelvic  inflammation,  and  the  treatment  of  chronic 
ovaritis  is  very  similar  to  that  for  chronic  pelvic  inflamma- 
tion, e.g.,  blistering  or  painting  the  area  to  which  pain  is 
referred  with  iodine  ;  hot  vaginal  douches  ;  the  use  of  a 
glycerine  plug  every  night ;  and  regulating  the  bowels.  If 
there  is  menorrhagia,  ergot,  or  bromide  of  potassium  in 
scruple  doses,  may  be  tried.  Though  many  cases  improve 
under  such  treatment,  the  improvement  is  often  only  of  a 
temporary  character.  This  is  especially  so  where  the  patient 
is  of  a  markedly  neurotic  temperament.  Apart  from  this, 
many  cases  undoubtedly  get  well  if  the  course  of  palliative 
treatment  is  sufficiently  prolonged.  When  this  is  not  so, 
the  question  of  removal  of  the  ovaries  and  tubes  may  have 
to  lie  considered.  The  patient  must  thoroughly  understand 
what  it  is  proposed  to  do— the  risks  of  the  operation  itself, 
and  the  possibility  that  she  may  not  be  cured  by  it ;  the 
sterility  necessarily  produced  (though  many  such  cases 
are  ptr  se  sterile,  owing  to  occlusion  of  the  tubes).  The 
operation  is  a  more  difficult  one  than  ovariotomy,  owing 
to  the  dense  adhesions  often  met  with,  and  should  only 
be  undertaken  by  a  specialist  skilled  in  abdominal  surgery. 
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It  mtist  be  remembered  that  the  position  of  the  ovary  is 
constantly  varying,  according  to  the  position  of  the  uterus- 
This  follows  from  the  intimate  connection  of  ihe  two  organs, 
so  that  there  is  no  one  position  entitled  to  be  considered 
tht  normal  position  of  ihe  ovary.  In  reality  there  are  several 
normal  positions  for  it. 


niSEASES  OF   WOMEN. 


Hernia. — Prolapse. 

Hernia. — The  ovary  may  t)e  found  in  a  hernial  sac, 
usually  that  of  an  inguinal  hemia.  Cases  of  this  kind  are 
usually  congenital.  The  Irealment  consists  of  protecting 
the  organ  from  pressure  by  a  suitable  shield.  If  this  cannot 
be  done,  and  the  suffering  is  considerable,  it  may  be  removed 
by  operation. 

Prolapse. — The  common  form  of  this  is  where  the  ovaiy 
descends  into  Douglas's  pouch.  It  does  this  in  marked 
retroversion  or  retroflexion  of  -the  uterus.  In  such  cases 
both  ovaries  can  usually  be  felt  in  the  posterior  fornix,  one 
on  each  side  of  the  swelling  produced  by  the  uterus.  Again, 
in  cases  of  procidentia  uteri,  when  the  whole  uterus  lies 
outside  the  vulva,  the  ovaries  can  often  be  felt  at  the  sides 
of  the  uterus. 

The  ovary  may,  however,  come  to  lie  in  Douglas's  pouch 
if  its  attachment  to  the  broad  ligament  becomes  stretched, 
without  any  displacement  of  the  uterus.  Such  stretching  is 
likely  to  occur  when  the  ovary  enlarges  from  any  cause,  and 
remains  freely  movable. 

Symptoms. — Pain  on  coitus  is  present,  and  perhaps  also 
pain  on  defecation,  or  there  may  be  more  or  less  constant 
pain  aggravated  on  such  occasions.  Menstruation  may  be 
irregular.  This  will  depend  rather  on  other  changes,  e^., 
commencing  cystic  degeneration,  or  inflammation  alTecting 
the  ovary,  than  on  its  mere  prolapse. 

Diagnosis. — The  swelling,  suppose  it  to  be  the  size  of  a 
walnut,  is  felt  in  the  posterior  fornix.  It  may  be  movable 
or  fixed,  according  lo  the  presence  or  absence  of  adhesions. 
It  must  be  distinguished  from  the  body  of  the  retroflexed 
uterus.  This  is  easily  done  either  by  the  bimanual  exami- 
nation, feeling  the  body  of  the  uterus  in  front,  or  by  f 
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the  sound.     The  sickening  pain  caused  by  pressure  on  the 
ovary  also  serves  to  identify  it. 

Treatment. — ^If  the  prolapsed  ovary  is  movable,  it  may 
be  pushed  up,  and  an  effort  made  to  keep  it  up  by  inserting 


Fig.  145.— Diagram  of  i!ie  Structures  in,  and  adjac 
Braid  Ligament  (Doran). 
I.  Framework  of  the  parenchyma  of  the  ovary,  seat  of  Id,  simple  or 
glandalar,  mullilocular  cjsL  2.  Tissue  of  hilum,  with  3,  papitlomatous 
cfEt.  4.  Broad  ligament  cysl,  independent  of  parovarium  and  Fallopian 
tube.  5.  A  similar  cyst  in  broad  ligament  above  the  tube,  but  not 
connected  with  il.  6.  A  similar  cyst  developed  close  10  7,  ovarian 
fimbria  of  tnbe.  8.  The  hydatid  of  Motgngni.  9.  Cyst  developed 
from  horiiontal  tube  of  parovarium  ;  cysts,  4,  5,  6,  8,  and  9  are  always 
lined  internally  with  a  simple  layer  of  endothelium.  lo.  The  par- 
ovarium ;  the  dolled  lines  represent  the  inner  portion,  alwaj^s  more  or 
less  obsolete  in  (he  adult.  1 1.  A  small  cyst  developed  from  a  vertical 
lube ;  cysts  that  have  this  origin,  or  that  spring  from  the  obsolete 
portion,  have  a  lining  of  cubical  or  ciliated  epithelium,  and  tend  to 
develop  papillomatous  growths,  as  do  cysts  in  3,  tissue  of  the  hilum. 
IJ.  The  duct  of  Gartner,  often- persistent  in  the  adolt  as  a  fibrous 
cord.  13.  Track  of  that  duct  in  the  uterine  wall  ;  nnoblilenited 
poilioiu  are,  according  to  Cobleni,  the  origin  of  papillomatous  cysts 
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tiaa  of  ame  at  die  tsbidB  of  tbc  ponif-snuni.  Someu'mes 
|iuMiiMi  C7SB  coBUia  papflUrT  growths. 

Tbe  bad  ia  a  paro*ariui  cyst  b  thin,  and  of  low  specific 
gtanty.     It  eoMsias  a  htde  sail  and  a  trace  of  albumen. 

As  these  cysts  soaietimes  contain  paptUomatous  growths, 
tbey  AaaU  not  be  tainted,  for  feai  of  affecting  the  peri- 
inrifiii  Tbcy  sboa3d  be  remorcd  in  the  same  way  is 
HI  owritB  tooKnr.  Ind«ed  it  is  not  generally  possible  Lo 
1^**8""*  a  panytaiian  cyst  from  an  ovarian  tumour;  bat 
as  the  trearaient  n  similar,  this  is  a  nia»er  of  no  { 
importance. 
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Flexions  and  Versions. 


The  normal  position  of  the  uterus.— The  accompany- 
ing diagram  (Fig.  146)  shows  what  may  be  taken  as  the 
normal  position  of  the  uterus  when  the  bladder  is  empty. 
The  position  is  one  of  slight  anteflexion. 

It  must  not  be  forgotten,  however,  that  although  it  is 
customary  to  speak  of  that  position  of  the  uterus  as  more 
particularly  the  normal  position,  there  are  in  reality  several 
normal  positions — several  other  positions  which  the  uterus 
may  occupy  that  are  to  be  regarded  as  physiological,  not 
pathological. 

For  example,  as  the  bladder  fills  the  uterus  is  pushed 
backwards  as  a  whole,  rotating  round  an  imaginary  trans- 
verse axis.  In  technical  language,  it  becomes  retroverled. 
In  Fig.  147,  B,  C,  D,  indiGile  the  positions  successively 
occupied  by  the  uterus  as  the  bladder  becomes  more  and 
more  distended.  When  the  bladder  is  emptied,  the  uterus 
returns  to  its  original  position  of  slight  antello 

Flexion  of  the  uterus.— By  a  flexion  of  the  uterus  we 
mean  that  the  long  axis  of  the  body  of  the  uterus  makes  an 
angle,  more  or  less  obtuse  according  to  the  degree  of  flexion, 
with  the  long  axis  of  the  cervix.  The  angle  is  usually 
situated  at  the  internal  os. 

In  Fig.  146  the  long  axis  of  the  body  of  the  uterus  meets 
the  long  axis  of  the  cervix  at  about  an  angle  of  lao'*. 

^«/tyi'e.vw;(.—When  the  angle  formed  by  the  meeting  of 
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Fig.  146. — Showing  the  normal  shape  and  position  at  the  viigin 
utetus  when  the  bladder  is  «mpiy  {Scliullze)> 
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these  two  axes  is  on  the  anterior  aspect  of  the  uterus,  we 
have  anteflexion. 


■   147' — ^i  (■>  -^-  posiiian::  succesiivdy  occupied  by  the  uleni^  lu 
the  bladder  fiHs  (Van  de  Waiket). 

RetroJUxion. — When  the  angle  is  on  the  posterior  aspect 
of  the  uterus,  we  have  a  retroflexion. 
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Version  of  the  uterus.— \Vhen  the  whole  uterus  { 
rotated  round  an  imaginary  transverse  axis,  without  1 
position  of  the  cervix  and  body  relative  to  one  another 
being  altered,  we  have  what  is  called  a  version  of  the  Uterus. 
If  the  rotation  is  forwards,  an  an/et'ersion  ;  if  backwards, 
a  retroversion. 

Version  and  flexion  may  be  combined  in  the  same  case. 
For  instance,  a  uterus  may  be  anleflexed  and  retroverted  at 
the  same  time,  the  axis  of  the  cervix  making  an  angle  with 
the  axis  of  tlie  body  on  the  anterior  aspect  of  the  uterus, 
and  then  the  whole  organ  being  rotated  backwards  on  an 
imaginary  transverse  axis. 

DiagnoBis.— Normally  the  external  os  is  found  looking 
downwards  and  backwards  ;  and  on  bimanual  examination, 
if  the  bladder  is  empty,  t)\t  body  of  the  uterus  can  be  grasped 
between  the  internal  finger  and  the  fingers  of  the  external 

In  other  words,  on  bimanual  examination,  when  the 
uterus  is  in  the  normal  position,  the  body  of  it  can  be  felt 
through  the  anterior  fornix  ;  that  is  to  say,  the  uterus  is 
anteverted  or  anteflexed.  Conversely,  if  the  body  of  the 
uterus  cannot  be  felt  through  the  anterior  fornix  bimanually, 
the  position  of  the  uterus  is  not  one  of  anteversion. 
Two  precautions  are  necessary  to  avoid  error  : — 
I.  The  external  hand  must  make  pressure  well  above  the 
situation  where  the  body  of  the  uterus  may  be  expected  to 
be  if  the  position  of  the  uterus  be  one  of  anteversion  or 
anteflexion.  The  fingers  of  this  hand  must  not,  for  example, 
press  downwards  close  behind  the  pubes,  or  they  may  very 
probably  be  altogether  in  front  of  the  body  of  the  uterus, 
and  meet  the  internal  finger  without  the  body  of  the  uterus 
being  grasped,  even  though  it  be  anteverted  or  anteflexed, 
This  mistake  is  a  common  one.  Another  somewhat  similar_ 
mistake  is  omitting  to  make  tiie  pressure  with  the  exteru 
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lingers  in  the  middle  line.  In  this  case  also  the  external 
and  internal  fingers  may  be  made  to  meet  without  grasping 
the  body  of  the  uterus,  although  it  really  lies  in  front. 

2.  The  internal  finger  should  make  its  pressure  up- 
wards imtnediaUly  in  front  of  the  vaginal  portion  of  the 
cervix,  not  some  distance  in  front,  or  it  will  easily  meet 
the  external  fingers  without  the  body  of  the  uterus  being 
grasped. 

It  is  well  for  the  beginner  to  satisfy  himself,  in  an  un- 
doubted case  of  anteversion  or  anteflexion,  how  all  these 
mistakes  can  be  made.  They  are  certainly  all  commonly 
made  by  students  beginning  the  study  of  the  subject.  The 
diagnosis  may  be  confirmed  by  passing  the  sound,  and 
finding  that  it  enters  with  the  concavity  forwards.  When 
the  body  of  the  uterus  lies  to  the  front,  it  is  usually  quite 
unnecessary  to  pass  the  sound  for  this  purpose.  The  infor- 
mation obtained  by  the  bimanual  examination  in  practised 
hands  is  quite  conclusive. 

If  an  examination  is  made  with  the  precautions  men- 
tioned, and  the  body  of  the  uterus  cannot  be  felt  through 
the  anterior  fornix,  but  the  internal  and  external  fingers 
meet  with  only  the  abdominal  wall,  the  ragin.il  wall,  and 
the  walls  of  the  bladder  between  them,  the  body  of  the 
uterus  does  not  lie  to  the  front.  It  must,  therefere,  be 
either  retroverted  (Fig.  151),  anteflexedandretroveried(Fig. 
rso),  or  reiroflexed  and  reiroverled  (Figs.  152  and  153). 

Retroversion — When  this  exists  alone  (Fig.  jgi),  the 
physical  signs  are  as  follows  ; — The  os  uteri  looks  upwards 
and  forwards ;  we  can  feel  the  body  of  the  uterus  through 
the  posterior  fornix;  and  if  the  abdominal  walls  are  very 
lax,  we  may  be  able  to  grasp  the  body  of  the  uterus 
bimanually,  even  in  this  position.  If  there  is  no  co-existing 
retroflexion,  we  find  no  angle  at  the  point  where  the  axis  o 
the  cervix  meets  the  axis  of  the  body  of  the  uteris. 
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Retroflexion  and  retroversion.— instead  of  I 
uteri  looking  downwards  and  backwards,  as  it  docs  nt 
mally,  we  find  it  looking  more  forwards  than  usual,  but  y 


Fig.    i4S.-Slight  onleilciion—         Fig.    149.— Anlcflciion    » 
the  normBl  posiiioB.    a.  Posterior      sl^ht  relrovetsion. 
aspect ;  i.  Anterior  aspect. 
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Ftc.  151.— Retrtweraion  wB 
t  any  retroneiion. 


F(o.     isj.^Rcirove 
slight  retroflexion. 

Xe/rmvrsien  xmj  occur : —  ^^^H 

^/0w(FIg.  ISO,  or  ^H 

Asimalfd  -JiilX  anttJUxien  (Fig'^  149  and  150),  or       ^^^H 

Aisaciateil  vrith  relrqfltxUn  (FtE*.  151  and  153). 

Retivfitxien  ntwnys  hu  some   relroveision  comliined  wjlh  it  (Fl 

Tjaand  153), 
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not  so  directly  upwards  and  forwards  as  it  does  in  pure 
retroversion  ;  we  feel  the  body  of  the  uterus  through  the 
posterior  fornix,  and  we  notice  that  there  is  an  angle  pro- 
duced where  the  axis  of  the  cervix  meets  that  of  the  body 
(Figs.  152  and  153). 

To  make  sure  that  a  lump  felt  through  the  posterior 
fornix  is  the  body  of  the  uterus,  we  rely  on  the  following 
considerations : — 

1.  The  absence  of  the  body  of  the  uterus  from  the  front 
as  ascertained  bi manually. 

2.  On  the  lump  felt  through  the  posterior  fornix  moving 
with  the  cervix,  and  feeling  continuous  with  it. 

3.  On  information  obtained  by  passing  the  sound.  If 
thelump  is  the  body  of  the  uterus,  the  sound  passes  with 
its  concavity  directed  backwards,  and  we  can  recognise  that 
it  has  entered  the  lump  felt  through  the  posterior  fornix ; 
moreover,  if  the  lump  is  the  body  of  the  uterus,  and  there 
are  no  adhesions  fixing  it,  we  can  replace  the  uterus  with 
the  sound  (as  shown  in  Fig.  154)  into  a  position  of  ante- 
version,  or  anteflexion,  After  this  has  been  done  it  will  be 
found  that  the  lump  previously  fell  through  the  posterior 
fornix  has  disappeared,  and  that  on  bimanual  examination 
the  body  of  the  uterus  can  be  grasped  through  the  anterior 

Attention  to  these  points  is  needed  to  make  certain  that 
a  lump  felt  through  the  posterior  fornix  is  the  body  of  the 
uterus,  and  not,  for  instance : — 

A  ffecal  accumulation,  or 

A  fibroid  tumour  growing  from  the  posterior  wail  of  the 
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An  enlarged  and  prolapsed  ovary,  or 
A  dilated  Fallopian  tube,  or 

A  swelling  due  to  hsmatocele  or  inflammatory  exuda- 
tion. 
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Betroversion  or  retroflexion  with  incarceration  of 
the  body  of  the  nterns  in  Douglas's  pouch.— In  many 
cases  of  retroversion  and  retroflexion  we  find  thnt  the  uterus 
is  as  movable  as  it  normally  should  be.  If,  however,  it 
happens  that  the  size  of  the  body  of  the  uterus  is  such  that 
when  forced  down  into  Douglas's  pouch  the  uterus  fits 
tightly  there,  we  have  the  condition  known  as  retroversion, 
or  retroflexion,  with  incarctnUion.  The  uterus  in  such  cases 
IS  fixed.  The  utero-sacral  ligaments,  which  form  the  edges 
of  Douglas's  pouch,  play  an  active  part  in  retaining  the 
body  of  the  uterus  in  its  incarcerated  position.  They  con- 
tain muscular  fibres,  and  can  therefore  exercise  a  certain 
amount  of  grip  on  the  uterus,  keeping  it  in  Douglas's 
pouch,  when  it  has  once  been  pushed  there. 

EnoLoov. 

Forward  displacements. ^The  view  taken  here  that 
forward  displacements  of  the  uterus  {anteversion  and  ante- 
flexion) have  in  themselves  no  pathological  significance, 
renders  it  unnecessary  to  dwell  at  length  on  their  etiology. 
It  has  already  been  said  that  the  normal  position  of  the 
uterus  in  the  virgin,  when  the  bladder  is  empty,  is  one  of 
anteversion  together  with  anteflexion,  so  that  the  axis  of  the 
body  of  the  uterus  forms  an  angle  with  the  axis  of  the  cervix 
on  the  anterior  aspect  of  the  uterus,  the  angle  being  an  ob- 
tuse angle,  and  its  value  about  i3o°.  Sometimes  the  angle 
is  a  much  smaller  one,  and  it  may  even  be  an  acute  angle. 

An  exaggerated  anteflexion  of  this  kind  is  met  with  ; — 

I.  In  eases  where  the  uterus  is  ill-developed.— 'W^x^  we 
shall  be  able  to  make  out  that  the  uterus  as  a  whole  is 
small,  e.g.,  only  one  inch  and  a  half  long. 

a.  In  eases  where  there  lias  been  petvii  peritonitis,  and  the 
ssive  anteflexion  has  been  produced  by  the  dragging  of 
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adhesions.  Here  there  will  be  probably  a  histoiy  of  ihe 
inflammatory  attack  lo  guide  us,  and  some  evidence  of  it  on 
physical  examination  :  for  instance,  diminished  mobilitf  of 
the  uterus. 

3.  In  cases  whire  there  has  been  cellulitis  in  the  ulrro-sncral 
ligaments, — As  the  inflammatory  exudation  contracts,  it  pulls 
on  the  uterus  at  the  junction  of  the  cervix  and  the  body, 
the  force  acting  in  a  backward  direction  ;  it  is  obwous  how 
this  will  tend  to  produce  an  exaggerated  degree  of  ante- 
flexion. The  mobility  of  the  uterus  will  probably  here  also 
be  diminished. 

In  the  first  group  of  cases  it  is  not  the  anteflexion,  hui 
the  want  of  development,  that  is  of  chief  importance  ;  and 
in  the  second  and  third  groups  it  is  not  the  anteflexion,  bul 
the  pelvic  inflammation,  that  is  the  pathological  factor  to  be 
reckoned  with. 

Backward  displacements — ^It  has  been  already  said 
lliat  retroversion  to  a  moderate  degree  is  physiological,  in- 
asmuch as  it  occurs  every  time  the  bladder  fills.  We  may 
speak  of  this  as  "  physiological  retroversion,"  Retroflexion 
is  occasionally  congenital,  but  more  rarely  so  than  excessive 
anteflexion. 

Retroversion  in  excess  of  the  physiological  retroversion 
just  spoken  of,  and  retroflexion,  are  usually  acquired. 

They  generally  imply,  at  least  when  present  to  any 
marked  degree,  a  certain  amount  of  descent  of  the  utenis 
also ;  their  mode  of  causation  is  therefore  in  many  cases 
identical  with  that  of  uterine  prolapse  (see  Chapter  VIII.)- 
Retroversion  and  retroflexion  may  also  be  caused  by  the 
dragging  of  adhesions,  the  result  of  pelvic  peritonitis ;  in 
such  cases  the  mobility  of  the  uterus  will  be  diminished 
or  lost,  and  it  will  be  impossible  without  using  an  undue 
amount  of  force  to  replace  the  uterus  into  a  positioa  g 
anteversion  or  anteflexion  with  the  sound. 
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Significance  of  veraions. — Anteversion  in  itself  has  no 

pathological  significance;  if  the  mobility  of  the  uterUB  iB 
diminished,  there  has  probably  lieen  pelvic  inflammation, 
which  is  to  be  considered  the  important  feature  in  the  case. 

Reiroversion  in  excess  of  physiological  retroversion,  aa 
we  have  seen,  usually  indicates  some  descent  of  the  uterus, 
which  under  ordinary  circumstances  becomes  rctroverted 
as  it  prolapses.  If  the  mobility  of  the  uterus  is  lost,  or 
diminished,  and  the  uterus  cannot  be  replaced  with  the 
sound,  we  are  justified  in  considering  that  there  has  been 
pelvic  peritonitis,  and  that  the  altered  position  of  the  uterus 
has  probably  been  caused  by  it ;  however  this  may  be,  it  ia 
the  pelvic  peritonitis,  and  not  the  retroversion,  that  is  the 
important  feature  of  such  a  case. 

So  long  as  the  uterus  is  freely  movable,  and  not  enlarged 
to  any  extent,  retroversion  of  the  non-pregnant  uterus 
usually  leads  to  no  symptoms  ;  there  are  some  cases,  how- 
ever, where  disorders  of  micturition  (frequent  desire  to  pass 
water,  or  incontinence  of  urine)  are  met  with,  associated 
with  retroverted  uterus;  in  cases  of  this  kind  the  uterus 
is,  as  a  rule,  not  quite  of  the  normal  size,  but  somewhat 
enlarged.  In  such  cases  it  is  desirable  at  all  events  to  try 
the  effect  of  replacing  the  uterus,  and  to  insert  a  ring  pessary 
to  keep  it  from  becoming  again  retroverted, 

When  the  retroverted  uterus  is  incarcerated  in  Douglas's 
pouch,  some  of  the  following  symptoms  are  usually  present ; 

Bearing-down  pain  in  the  lower  part  of  the  abdomen  and 
l)ack. 

Dysmenorrhoea. 

Menorrhagia. 

Trouble  connected  with  micturition,  or  defsecation, 

Here  it  is  the  intararatiun  of  the  uterus,  not  the  mere 
retroversion,  that  is  important. 

Whether  marked  symptoms  exist,  or  not,  will  depend  on 
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secondary  smaller  branches  are  given  off  to«'ardt  ^ 
mucous  surface  of  the  uterus  in  a  direction  perpentH 
to  the  pUne  of  the  paper.  The  veins  have  a  simibr 
arrangement.  It  will  thus  be  seen  that  eatA  tranrcent 
section  of  the  uterus  has  its  own  vascuiar  supply,  and  thai 
a  constriction  in  the  situation  of  x  y,  about  the  level  of 
the  internal  os,  the  usual  situation  of  flexion,  cannot  affect 
the  circulation  in  the  uterus  above  or  below. 

AVhen  the  uterus  is  incarcerated  in  Douglas's  pouch,  con- 
gestion of  the  body  and  fundus  does  occur,  but  here  the 
obstruction  is  to  the  return  of  the  blood  along  tfu  broad 
ligament  on  each  side — the  edges  of  the  pouch  pressjng 
on  the  broad  ligaments  in  the  situation  us,  us,  on  each 
side.  It  is  not  the  retroflexion  causing  obstruction  at  the 
angle  of  flexion,  but  the  pressure  of  the  edges  of  Douglas's 
pouch  on  the  broad  ligament,  that  causes  obstruction. 

I.  If  flexion  caused  congestion,  we  should  expect  to 
have  excessive  menstruation  in  cases  of  flexion.  Now, 
cases  are  constantly  met  with  in  practice  where  there 
is  marked  flexion,  retro-  or  anteflexion,  and  yet  there  is 
no  menorrhagia. 

3.  Though  we  speak  of  the  angle  of  flexion,  it  is  rather 
because  the  term  is  a  convenient  one  than  that  there  is  any 
actual  angle;  what  is  usually  spoken  of  as  "an  angle"  is 
really  rather  a  simple  curve  ;  owing  to  the  thickness  of  the 
walls  of  the  uterus,  when  the  body  is  bent  on  the  cervLx, 
the  intervening  part  of  the  uterus  forms  a  curve,  not  an 
angle. 

4,  In  the  paper  already  referred  to  it  was  shown  that 
when  the  fundus  of  the  uterus  was  stitched  to  the  cervix  the 
vessels  could  be  as  well  injected  artificially  as  when  nothing 
of  the  sort  had  been  done. 

II.  As  ta  the  relation  oj  flexion  to  obstruiiion  oflheut^. 
(anal. 
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What  has  been  said  as  to  the  angle  of  flexion  being 
rather  a  curve  than  an  angle  applies  here  also.  The  direc- 
tion of  the  canal  is  altered  by  the  flexion,  but  that  is  all. 
The  late  Dr.  Matthews  Duncan,  speaking  of  a  specimen  of 
an  acutely  flexed  uterus,  remarked  that  the  Bow  of  the 
menses  out  of  it  would  not  be  "  nearly  so  much  obstructed 
as  the  passage  of  the  water  along  a  bend  of  the  river 
Thames." 

Obstruction  produced  by  flexion  has  been  considered  of 
importance ; — 

I,  As  a  cause  of  dysmenorrhtea. 

I.  As  a  cause  of  sterility. 

I.  The  supposed  obstrudion  as  a  cause  of  dysmtmrrhaa. — 
The  explanation  of  the  pain  on  this  hypothesis  is  that 
it  is  caused  by  obstruction ;  excessive  contractions  of  the 
uterus  are  set  up  to  drive  the  menstrual  fluid  past  the 
obstruction. 

It  has  been  shown  above,  from  the  examination  of  sped" 
mens,  that  in  flexed  uteri  the  direction  of  the  channel  is 
altered,  but  that  the  channel  itself  is  not  appreciably 
obstructed.  Clinical  evidence  shows  also  that  flexion  is 
about  equally  common  in  patients  with  dysmenorrhcea, 
and  in  cases  without  dysmenorrhcea,  as  the  statistics 
given  in  the  following  passage  from  Hart  and  Barbour 
show  :— 

"  Herman  and  Vedeler  have  shown  that  the  connection 
between  anteflexion  and  dysmenorrhtea  has  been  over- 
estimated. In  his  very  interesting  paper  on  the  cause  of 
dysmenorrhcea,  Vedeler  reports  on  a  large  number  of  cases 
(observed  by  himself)  of  patients  with  and  without  dys- 
menorrhcea. To  ascertain  the  relation  of  this  symptom 
to  anteflexion,  we  extract  from  his  tables  all  the  cases  of 
nulliparae  with  uterus  to  the  front;  we  Lake  nulliparous 
cases  only,  because  parity  in  itself  affects  anteflexion 
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consider  cases  with  uteri  to  the  front  as  we  are  dealing  with 
anteflexion  only.  We  find  that  37-3  per  cent.  (15  out  of  67) 
of  patients  with  dysmenorrhcisi  had  a  well-marked  anie- 
Hexion,  and  that  333  per  cent.  (46  out  of  138)  of  patients 
without  dysmenorrhtea  also  had  well-marked  anleflexion" 
(.Manual  of  Gytuccohsy,  3rd  edit.,  p.  335). 

Further,  in  many  of  the  worst  cases  of  dysmenorrhtea  the 
sound  can  be  passed  quite  easily,  showing  the  absence  of 
any  obstruction. 

2.  As  a  muse  0/  sttriiity. — Just  as  there  is  practically  no 
obstruction  to  the  exit  of  menstrual  fluid  at  the  angle  of 
flexion,  so  there  is  none  lo  the  entrance  of  spermatozoa. 
Dilatation  of  the  cervix  proljably  only  increases  the  chance 
of  conception  to  a  very  slight  degree. 

Treatment  of  versloiu  and  flextons Anteverston 

and  anleflexion  require  no  trealment.  Any  symptoms  pre- 
sent must  be  referred  to  some  associated  morbid  condi- 
tion, e.g.,  pelvic  inflammation,  recent  or  old,  and  not  to  the 
anteversion  or  anteflexion.  When  there  is  retroversion  or 
retroflexion,  with  incarceration  of  the  uterus  in  Douglas's 
pouch,  the  condition  is  to  be  looked  upon  as  a  pathological 
one,  and  remedied.  The  bladder  should  be  emptied,  and 
the  uterus  replaced  with  the  sound ;  a  suitable  pessary, 
either  an  elastic  ring  or  a  Hodge's  pessary,  should  then  be 
inserted  to  prevent  the  displacement  recurring.  So  long  as 
the  uterus  is  freely  movable,  any  existing  flexion  should  be 
regarded  as  having  in  itself  no  patholc^ical  importance. 

Marked  retroflexion,  without  incarceration  of  the  uterus 
in  Douglas's  pouch,  is  usually  to  be  taken  as  an  indication 
that  the  uterus  is  lower  than  normal — that  it  is  somewhat 
prolapsed.  In  such  cases  the  treatment  is  that  suitable  for 
a  case  of  slight  prolapse ;  it  is  well  to  replace  the  uterus,  so 
that  the  body  of  it  lies  to  the  front,  before  inserting  a  pessary. 
We  shall  then  be  able  to  know    whether   the   pessary  is 
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efiBcient  or  not  by  subsequent  examination.  If  it  is  efficient, 
the  uterus  will  be  to  the  front ;  if  it  is  not  efficient,  the  dis- 
placement will  have  recurred. 

It  is  well  to  understand  clearly  that  no  vaginal  pessary, 
whether  it  be  a  ring  pessary,  or  a  Hodge's  pessary,  or  any 
other,  can  straighten  or  keep  straight  a  flexed  uterus.  The 
only  pessary  that  can  do  this  (were  it  of  any  importance  to 
do  it)  is  an  intra-uterine  stem  pessary,  i.e.,  a  pessary  that  has 
a  straight  rigid  rod  occupying  the  canal  of  the  cervix  and 
body  of  the  uterus. 

If  a  patient,  complaining  of  pelvic  pain,  says  that  it  is 
distinctly  reliewd  by  lying  down,  it  is  often  worth  trying  if 
a  pessary  that  tends  to  keep  the  uterus  at  a  higher  level  will 
relieve  her.  For  this  purpose  the  ordinary  ring  pessary  is 
the  best. 

In  such  cases  the  relief  obtained  is  due  to  removal  of 
passive  congestion  by  raising  the  uterus  as  a  whole,  and  by 
lessening  the  tension  on  the  various  uterine  supports. 

Some  general  remarks  on  vaginal  pessaries For 

all  ordinary  cases,  where  the  use  of  a  vaginal  pessary  is 
indicated,  either  the  ring  pessary  made  of  watch  spring, 
covered  with  india-rubber,  or  Hodge's  pessary,  will  be  found 
to  meet  every  requirement. 

Several  sizes  of  each  should  be  at  hand.  Hodge's  pessary 
is  made  of  many  different  materials :  for  example,  vulcanite, 
celluloid,  or  copper  wire,  covered  with  india-rubber. 

The  action  of  the  watch-spring  pessary,  and  the  mode  of 
inserting  it,  have  lieen  mentioned  on  page  150. 

Position  of  Hodge's  J^ssary. — Hodge's  pessary  should  lie 
with  the  concavity  of  the  upper  curve  directed  forwards. 
The  pessary  should  not  be  pressing  firmly  against  any  bony 
part,  but  should  simply  be  grasped  by  the  vaginal  walls. 

In  the  figure  (157)  of  Hodge's  pessary  one  end  is  shown 
as  narrower  than  the  other.     In   many   Hodge's  pessaries 
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there  is  no  difference  in  the  width  of  the  upper  and  lower 
ends.  So  long  as  the  concavity  of  the  part  lying  highest  in 
the  vagina  is  directed  forwards,  it  does  not  matter  whether 
the  width  of  the  pessary  is  the  same  all  the  way  down,  oi 
whether  one  end  is  narrower  than  the  other.  The  poinl  is 
to  use  a  shape  that  fits  the  patient  comfortably  and  acts 
efficiently. 

Action  of  Hod^t's  pessary. — The  upper  h"mb  of  Hodge's 
pessary  pulls  the  vaginal  wall  at  its  insertion  posteriorly 
into  the  cervix  in  a  backward  direction,  and  so  tends  to 


Fio.  157.— Hodge's  Pkssarv.     Side  view  and  front  view, 

throw  the  weight,  the  body  of  the  uterus,  forwards,  the 
fulcrum  lying  somewhere  between  these  two  parts. 

To  inserf  a  Hodge's  peisary. — One  finger  of  the  left  hand 
retracts  the  perineum  slightly ;  the  pessary  held  in  the  right 
hand  is  passed  through  the  orifice  of  the  vulva,  the  bar 
closing  the  upper  end  of  the  pessary  parallel  to  the  cleft 
between  the  labia.  ^Vhen  the  pessary  is  in  the  vagina,  it  is 
turned  round  through  a  quarter  of  a  circle,  so  that  the 
upper  bar  lies  transversely  in  the  vagina.  The  upper  end 
has  a  tendency  to  find  its  way  into  ihe  anterior  fornix ;  and 
care  must,  therefore,  be  taken  to  hook  it  with  the  fore- 
finger behind  the  cervix  into  the  posterior  fornix. 

\Vhenever  a  pessary  has  been  inserted,  the  patient  should 
be  told  that  she  is  wearing  an  instnimeni,  and  shown  one 
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of  the  kind  she  is  wearing ;  and  she  should  be  warned  that 
il  should  not  on  any  account  be  left  unchanged  for  a  longer 
period  than  three  months  at  a  time.  In  general  il  is  best 
to  see  her  again  in  the  course  of  a  few  days,  to  know  if  the 
pessary  is  comfortable.  If  then  all  is  right,  she  need  not  be 
seen  again  for  three  months.  A  patient  wearing  a  pessary 
should  always  be  directed  to  use  a  vaginal  douche  of  some 
antiseptic  lotion  night  and  morning. 

If  a  pessary  be  used  that  fits  too  tightly,  it  will  very 
likely  cause  ulcerations  ;  and  in  neglected  cases  even  vesico- 
vaginal fistula  may  be  produced.  It  is  well  to  see  that  the 
diameter  of  the  pessary  at  every  part  of  it  is  a  relatively 
broad  one,  so  as  to  distribute  the  pressure  over  a  broad 
surface  rather  than  over  a  narrow  one. 

In  fact,  the  nearer  an  y  part  of  a  pessary  approaches  n 
character  to  anything  like  an  "edge,"  the  greater  the  pro- 
bability of  it  causing  ulceration. 

Zwanke's  pessary,  sometimes  known  as  the  butterfly 
pessary,  has  two  wings  attached  to  metal  rods,  the  ends  of 
which  can  be  fixed  together  by  a  screw-cap.  ^Vhen  this  is 
the  case,  the  "  wings  "  of  the  pessary  are  expanded.  When 
the  wings  are  closed,  the  ends  of  the  rods  are  widely  diver- 
gent. It  is  introduced  in  this  state  into  the  vagina;  then 
the  wings  are  opened  by  bringing  together  the  rods  and 
fixing  them  by  the  screw.  The  patient  takes  out  the  pessary 
at  night,  and  replaces  it  in  the  morning.  It  is  a  very  effica- 
cious instrument  for  many  cases  of  prolapse.  The  edge.s  of 
the  "  wings  "  should  be  very  thick  and  rounded.  The  patient 
should  be  warned  of  the  danger  of  leaving  the  pessary  in  for 
3n  indefinite  time. 

I  have  known  a  large  vesico-vaginal  fistula  produced  by 
leaving  a  Zwanke's  pessary  for  a  long  period  unattended  to 
in  the  vi^ina.  The  patient  was  an  old  woman,  who  had 
worn  the  pessary  many  years  for  prolapse  with  great  comfort. 
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Then  she  got  rheumatoid  nrthritis  in  her  fingers,  and  was 
unable  to  turn  the  screw  of  the  instrument ;  and  so  it  came 
about  that  the  pessary  was  worn  many  months  without 
being  removed.  About  three  weeks  before  1  saw  her  she 
began  to  find  her  water  coming  away,  making  her  constantly 
wel.  She  then  went  to  a  medical  man,  who  was  unable  to 
remove  the  instrument.  She  then  came  to  the  London 
Hospital.  One  wing  of  the  pessarj-  was  found  lying  in  the 
bladder,  and  encrusted  with  phosphates.  On  separating 
the  metal  rods  widely,  the  pessary  was  easily  removed. 

I  have  also  had  to  remove  a  Greenhalgh's  pessary  that 
had  been  in  the  vagina  ten  years  without  being  taken  out. 

This  form  of  pessary  is  shaped  like  Hodge's,  but  thtts 
lower  cross-bar  is  formed  of  india-rubber  only,  the  rest  of^ 
the  pessary  consisting  of  copper  wire  covered  with  india- 
rubber.  In  [his  case  one  lateral  half  of  the  pessary  was 
deeply  embedded  in  the  soft  tissues,  and  had  to  be,  as  it 
were,  dug  out.  After  removal,  a  trench  was  left  as  broad 
and  deep  as  to  contain  the  little  finger;  but  it  is  wonh 
noticing  that  in  this  case  no  vesi co-vaginal  fistula  had  been 
produced. 

Inversion  of  the  nterus This  is  a  very  rare  dis- 
placement. It  may  be  either  aaiU  at  ehronic.  The  acute 
variety  almost  always  occurs  as  a  complication  of  the  third 
stage  of  labour ;  exceptionally  it  may  be  produced  by  t 
dragging  of  a  submucous  fibroid  tumour,  or  fibroid  polypiu 
atta*hed  to  the  fundus  of  the  uterus,  or  by  traction  on  s 
a  polypus  while  it  is  being  removed. 

The  chronic  form  is  a  sequel  of  the  acute,  when  t 
patient  has  survived  the  immediate  consequences  of  tl 
accident. 

Pathology. — Relaxation  of  the  fundus  and  neighbouring 
part  of  the  uterus  is  a  necessary  condition  for  the  pro 
duction  of  inversion.      Given    this  relaxation,  then  eitha 


pressure  from  above,  or  traction  on  the  fundus  from  below, 
may  cause  inversion.  InsUinces  of  traction  from  below 
are  (a)  pulling  on  the  cord  in  cases  of  adherent  placenta, 
{6)  dragging  of  a  fibroid  polypus  adherent  to  the  fundus,  or 
its  neighbourhood.  An  example  of  pressure  from  above, 
causing  inversion,  is  where  sudden  pressure  is  made  on  the 
uterus  with  the  hand  in  the  third  stage  of  labour,  the 
uterus  at  the  moment  happening  to  be  relaxed.  Hence 
the  importance  of  the  practical  rule  in  regard  to  expression 


il  for  replacing  an  invetltd  ui 
eloilic  pressure. 

of  the  placenta,  viz.,  only  to  make  eflbrls  to  express  it  when 
the  uterus  is  felt  to  be  hard,  i.e.,  contracted. 

Degrees  of  inversion. — It  is  usual  to  divide  cases  of  inver- 
sion into  groups  :— 

1.  Where  an  inversion  exists,  but  the  inverted  fundus 
has  not  passed  the  os  uteri ; 

3.  Where  the  inverted  fundus  has  passed  through  the 
os;  and 

3.  Where  the  whole  uterus  is  turned  inside  out,  cervix  as 
well  as  body. 

Symptoms. — in  ihe  acute  variety  there  is  severe  shock, 
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and  there  may  be  hKmorrhage.  In  the  chronic  form  ! 
jjloms  may  in  rare  cases  be  absent;*  tisually,  hovfever,  t 
is  more  or  less  bearing  down,  and  the  patient  loses  an 
excessive  amount  of  blood  (mcnorrhagia  and  metrorrhagia). 
When  she  is  not  losing  blood,  there  is  a  yellow  disd: 


19. —While's  Keposilor,  with  spiral  spring  lo  pUc 
opcialor's  chest  (Thoibuin). 

owing  to  inflammntion  of  the  exposed  mucous  membrane 
of  the  uterus. 

Phyeical  signs  and  diagnoBia — These  have  been  con- 
sidiircd  under  the  diagnosis  of  fibroid  polypi  (p.  104). 

Treatment. — The  treatment  of  acute  cases  occurring 
during  labour  belongs  to  Midwifery.  In  chronic  cases  we 
may  try  to  effect  replacement,  either  with  the  hand  alone, 


•  As  Lb 


■■c  (quoted  by  Dr.  West)  observed  by  Madame  Boivin. 
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or  by  pressure  exerted  by  some  instrument  guided  by  the 
hand,  or  we  may  iry  the  effect  of  constant  elastic  pressure 
on  the  inverted  uterus. 

It  seems  preferable  to  try  the  last-mentioned  method 
first.  An  instrument  on  the  principle  of,  and  somewhat 
resembling,  a  cup  and  stem  pessary  is  used.  The  cup  is 
made  of  vulcanite,  and  is  adapted  to  the  inverted  fundus. 
Any  desired  degree  of  upward  pressure  is  then  obtained 
by  tightening  up  the  elastic  bands  that  pass  to  the  waist 
belt.  The  best  instrument  for  the  purpose  is  that  known 
as  Aveling's  repositor.  This  method  may  be  used  for  two 
or  three  weeks,  the  patient  remaining  in  bed,  and  the 
instrument  being  frequently  examined  to  see  it  is  in  proper 
position  i  pain  is,  if  necessary,  relieved  by  hypodermic 
injections  of  morphia. 

Should  this  treatment  fail,  we  may  try  manipulation  under 
chloroform,  and  we  may  either  use  the  hand  alone  or  use 
White's  repositor,  guided  by  the  hand.  If  the  hand  alone 
is  used,  we  should  try  to  replace  first  the  part  last  inverted. 
Dr.  West  refers  to  a  case  of  thirteen  years'  standing,  where 
Noeggerath  succeeded  in  replacing  the  uterus  by  manipula- 
tion with  the  hand  alone. 

In  very  rare  cases,  where  all  means  at  our  disposal  for 
replacing  the  uterus  have  failed,  and  where  the  patient  is 
becoming  exhausted  by  the  constant  loss  of  blood,  it  is 
justifiable  to  remove  the  uterus  by  operation. 
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CHAPTER  XVIII. 

Disorders  of  Micturition. 

The  significance  of  the  following  symptoms  will  be  shortly 
considered : — 

Frequent  desire  to  pass  water. 

Pain  on  passing  it, 

Diffiailty  in  passing  it, 

Retention  of  urine. 

Incontinence  of  urine. 

It  is  important  to  bear  in  mind  that  such  symptoms  may 
be  due  either  to  : — 

(i)  Some  disease  or  abnormality  of  the  urinary  tract 
itself,  including  alterations  in  the  quantity  or  character  of 
the  urine. 

Or  (2)  morbid  conditions  of  other  parts — the  urinary  tract 
itself  not  being  diseased,  or  at  least  not  primarily  so. 

I.  Abnormal  conditions  of  the  urinary  organs,  or 
of  the  urine,  causing  disorders  of  micturition. 

a.  Diseases  of  the  urethra. 

Urethritis  I  Common. 

Vascular  caruncle    J 


Malignant  disease    1  j> 
Stricture  J 


Frequent  desire  to  pass  water  and  pain  on  passing  it  are 
the  chief  symptoms ;  occasionally  there  may  be  retention, 
which  is  partly  voluntary  in  some  cases  from  fear  of  the 
pain  accompanying  micturition. 
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li.  Diseases  0/  the  bladder. 

Cystitis  and  its  various  causes,  gonorrhosa,  foreign  bodies 
in  the  bladder  (hair-pins,  etc.),  vesical  calculi. 

Malignant  disease. — Primary  (rare),  secondary  to  malig- 
nant disease  of  uterus  (common). 

Frequent  desire  to  pass  water  and  pain  in  passing  it  are 
the  prominent  symptoms. 

Vesico-vaginal orvesico-uterins fistula. — The  characteristic 
symptom  here  is,  of  course,  incontinence  of  urine, 

c.  Alterations  in  the  urine. 

Quantity.— 1{  an  excessive  quanlily  of  urine  is  secreted,  as 
in  diabetes,  and  some  cases  of  hysteria,  the  bladder  being  fre- 
quently filled,  there  will  be  frequent  calls  to  empty  it.  In  these 
cases  there  is  frequent  micturition,  but  not  painful  micturition. 

Quality. — ^Vhen  the  urine  contains  "  gravel,"  the  bladder 
is  irritated  mechanically ;  in  such  cases  micturition  is  painful 
as  well  as  frequent. 

d.  Diseases  of  the  pelvis  of  the  kidney,  or  of  the  kidney 
itself. — Scrofulous  disease  of  the  kidney  and  pelvis  of  the 
kidney  are  perhaps  the  conditions  most  likely  for  a  time  to 
be  overlooked,  and  the  case  regarded  as  one  of  cystitis. 

Two  cases  in  illustration  of  this  are  added  at  the  end  of 
the  chapter.  Malignant  disease  of  the  kidney  also  requires 
mention  under  this  heading. 

II.  Abnormal  conditions  outaide  the  urinary  tract 
causing  disorders  of  micturition. 

a.  Pelvic  in/la  111  ma  lion,  including  pelvic  peritonitis,  pelvic 
cellulitis,  and  ovaritis. 

These  may  lead  to  pain  on  passing  water,  and  frequent 
desire  to  pass  it. 

b.  Pressure.— When  the  uterus  is  not  enlarged,  neither 
its  anteflexion  nor  retroflexion  disturbs  the  function  of 
micturition  ;  when  the  uterus  is  enlarged,  however,  ihe  case 
is  different. 
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ir  the  enlarged  uterus  occupy  a  position  of  anteversion  or 
anteflexion,  we  may  have  frequent  desire  to  pass  water,  and 
sometimes  involuntary  passage  of  a  small  quantity  of  urine. 
Cases  of  this  kind  are  met  with  during  pregnancy,  and  also 
where  the  uterus  is  enlarged  owing  to  the  presence  of 
fibroid  tumours. 

If  the  enlarged  uterus  occupy  a  position  of  retroversion 
or  retrollexion,  we  may  have  disturbances  of  micturition, 
viz.,  frequent  micturition,  incontinence  of  urine,  or  retention. 

The  besi  example  of  micturition  being  interfered  with  by 
an  enlarged  retroverted  uterus  is  retention  of  urine  in  cases 
of  retroverted  gravid  uterus. 

AVhen  there  is  retroversion  or  retroflexion  of  the  gravid 
uterus,  the  ulerus  may  rise  out  of  the  pelvis  at  the  proper 
lime  (the  beginning  of  the  fourth  month),  and  so  the  mal- 
position \k  spontaneously  rectified  ;  sometimes,  however,  it 
does  not  do  so,  and  retention  of  urine  occurs. 

This  is  due  partly  to  the  urethra  Ijelng  dragged  upwards 
by  the  cervix,  which  is  displaced  high  up  behind  the  pubes, 
and  partly  to  direct  pressure  on  the  urethra.  Often  there  is 
some  dribbling  over  of  urine  from  the  distended  bladder, 
which  may  mislead  the  patient  into  thinking  she  is  passing 
her  water  properly.  In  cases  of  this  kind  the  degree  of 
distention  reached  may  be  very  great.  For  example,  in 
several  cases  of  the  kind  I  have  drawn  off  more  than  loo 
ounces  of  urine,  and  in  the  following  case,  in  every  way  a 
very  typical  one,    1 26  ounces  : — 

J.  R.,  age  35,  has  had  nine  children,  the  last  two  yeais  nitil  two 
months  ago.  She  was  brought  I0  the  London  tIospiI:i]  on  Wednesday, 
April  iSlh,  iSgi,  with  the  following  history  :— She  had  been  in  her 
usual  health  up  to  2  a.m.  on  the  murning  of  the  pre^*iou5  Sunday, 
April  I2lh,  when  on  gelling  out  of  bed  lo  pass  her  water  siie  found 
herself  unable  to  do  so.  She  had  pain  in  the  lower  abdomen  for  about 
half  an  hour  before  making  the  attempt  to  pass  water.  The  pain 
increased  after  the  ineffectual  eflbil  to  micturate.     She  went  back  lo 
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bed  and  stayed  there.  A  doctor  was  called  in,  vho  gave 
medLdne.  She  was  only  able  to  pass  water  once,  and  then  very  little 
and  after  great  straining,  between  3  a.m.  on  the  lalh,  and  the  aflemooD 
of  the  isth,  when  she  was  brought  to  the  hospital.  On  inijuicy  it 
appeared  that  she  had  suckled  the  last  child  for  one  year  and  eight 
months,  ond  that  she  had  been  last  "  unwell "  soon  after  Chris 
1S90,  since  which  time  she  had  not  been  poorly.  Before  Chrif 
had  been  for  some  time  regular  every  three  weeks,  the  period  lasting 
three  days. 

Afril  l^lh,  i^i^i.— Abdominal  (jram»«n/w«.— There  is  a  leiiae,  uni- 
form, centrally  situated  svrellLag  reaching  about  a  hand's  breadth  above 
the  umbilicus,  dull  on  percussion  and  containing  fluid.  Nothing  heard 
over  it.    Patient  is  evidently  in  great  pain. 

Vaginal  examiHolitH.—VixVia.  and  vaginal  mucous  membrane  blue. 
Vaginal  portion  of  the  cervix  high  up  above  the  pubes,  and  out  of 
reach.     Posterior  vaginal  wall  bulged  down  by  a  soft  swelling. 

A  catbeter  was  easily  passed,  and  iz6  ounces  of  urine  were  drawn 
olT,  afler  which  the  tumour  in  the  abdomen  was  found  to  have  dis- 
appeatcd.  The  patient  was  admitted  into  the  hospital.  On  the 
following  morning,  April  ibih,  the  resident  accoucheur,  Mr.  Calthiop, 
found  that  the  uleius  was  still  relroverled,  and  So  ounces  of  urine  were 
drawn  off.  At  my  visit  in  the  afternoon  of  the  same  day  I  examined 
the  patient,  and  found  that  the  uterus  had  of  itself  gone  up  into  its 
proper  position,  the  os  uleri  then  looking  downwards  and  backwards. 
After  this  the  patient  was  able  10  pass  her  water  naturally.  The  urine 
contained  no  albumen  (except  a  trace  on  one  occasion),  but  hyaline  and 
granular  casts  were  found  several  times. 

After  emptying  the  bladder  in  cases  of  this  kind  we  may 
either  (i)  replace  the  uterus  i  rained  lately,  under  chloroform 
if  necessary,  or  (a)  keep  the  patient  at  rest  in  bed  for  a 
few  days,  al  the  same  time  taking  care  that  ihe  bladder  is 
regularly  emptied  every  six  hours.  In  most  cases,  as  in  the 
one  of  which  an  account  has  just  been  given,  the  uterus 
will  then  rise  out  of  the  pelvis  of  itself,  I"  some  cases  the 
urine  first  drawn  off  is  dark,  hke  potter,  and  contains  aii 
abundance  of  blood,  probably  from  sloughing  of  the  vesical 

mucous  membrane.  .       .    . 

,  ,e,y  ™ly  cau.c  tetenlion  of  urme,  bm 
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they  do  occasionally.  I  have  mec  with  some  instaoces  of 
this  {see  p.  393). 

Fihroid  tumours  of  the  uterus,  on  the  other  hand,  often 
cause  retention  ;  and  when  this  has  been  rehe\"ed,  it  does 
not  necessarily  recur,  at  least  for  some  time. 

Retention  of  urine  may  occur  in  advanced  cases  of 
malignant  distan  of  thf  cervLx  involving  the  vagina.  I  have 
met  with  a  case  of  this  kind  where  five  pints  of  urine  were 
drawn  olT.  The  retention  did  not  iccur  during  the  time  the 
case  was  under  observation. 

Malignant  tymours  originating  in  the  jielvis  may  catue 
frequent  and  painful  micturition. 

Tumours  in  the  vagina,  whether  originating  tliere  or 
elsewhere,  may  also  interfere  with  micturition. 

£,  Hysteria  may  cause  retention  of  urine,  or  lead  to 
frequent  micturition,  owing  to  an  unusually  Urge  quantil)' 
of  urine  being  secreted  ;  sometimes,  however,  in  such  cases 
absolutely  less  urine  than  normal  is  secreted. 

d.  Labour. — Difficullj-  in  passing  water,  or  complete 
inability  to  pass  it,  may  occur  after  labour,  due  to  the 
bruising  or  laceration  of  the  parts  in  the  neighbourhood  of 
the  urethra. 

e.  Procidentia. — Difficulty  in  passing  water  is  not  in- 
frequently present ;  often  the  patient  has  found  that  bj- 
pressing  the  parts  up  she  can  pass  water  more  easily. 

Diagnosis. — The  chief  point  to  be  considered  at  first  is 
whether  the  symptoms  are  due  to  morbid  conditions  of  the 
urinary  tract,  or  of  the  urine ;  or  to  morbid  conditions 
elsewhere, — whether,  in  fact,  the  cause  is  in  Group  1.  or 
Group  II. 

Some  of  the  causes  in  Group  I.,  such  as  vascular  cat- 
uncle,  stricture  of  the  urethra,  and  urethritis,  are  diagnosed 
by  inspection. 

Careful  examination  of  the  urine  is  of  great  importa. 
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and  it  should  be  drawn  off  with  a  catheter  for  the  purpose, 
to  avoid  contamination  with  vaginal  dischai^es. 

Bleeding  caused  by  passing  the  catheter  probably  means 
malignant  disease  of  the  bladder ;  fragments  of  the  growth 
in  such  cases  may  come  away  in  the  eye  of  the  catheter. 
The  diagnosis  would  be  completed  by  dilating  the  urethra 
with  Hegar's  dilators  and  passing  the  finger  into  the  bladder. 
It  is  easy  also  to  dilate  the  urethra  with  the  fingers,  first 
passing  the  htlle  finger. 

The  sound "  should  be  passed  into  the  bladder,  and 
search  made  for  foreign  bodies  or  calculi.  The  distance 
the  sound  can  be  passed  into  the  bladder,  measured  from 
the  external  orifice  of  the  urethra,  should  be  noted;  in 
health  it  passes  four  and  a  half  inches.  This  measurement 
is  diminished  in  various  diseases,  particularly  acute  and  sub- 
acute cystitis. 

Tenderness  on  passing  the  sound  also  indicates  disease 
of  the  bladder. 

On  vaginal  examination,  if  we  find  there  is  special 
tenderness  when  pressure  is  made  on  the  anterior  vaginal 
wall,  this  may  indicate  cystitis. 

When  the  urine  contains  pus,  and  is  aad,  the  cause  may 
be  acute  or  subacute  cystitis,  or  pyelitis.  In  chronic  cystitis 
the  urine  is  alkaline. 

It  must  not  be  forgotten  that  pus  in  the  urine  may  be 
due  to  a  pelvic  abscess  opening  into  the  bladder,  or  to 
a  peri-urethral  abscess  opening  into  the  urethra.  I  have 
seen  a  case  of  this  ;  the  abscess  formed  a  swelling  about 
the  size  of  a  walnut  in  the  anterior  wail  of  the  vagina  below 
the  urethra.  Pressure  on  the  swelling  caused  pus  to  flow 
from  the  urethra.  A  counter  opening  was  made  at  the  most 
dependent  part  through  the  anterior  vaginal  wall.  The  cavity 
soon  tilled  up,  and  no  incontinence  of  urine  resulted. 
•  The  ordinary  uleiine  sound  answers  the  purpose  very  well. 
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When  for  various  reasons  we  suspect  that  the  pus  comes, 
in  part  at  least,  from  the  urinary  tract  above  the  bUdder,  it 
becomes  a  matter  of  importance  to  determine  if  possible 
whether  the  pus  comes  from  one  side  or  both  sides,  the 
possibility  of  relief  by  nephrectomy  being  kept  in  mind. 
To  decide  this  point  catheterisation  of  the  ureters  has  been 
proposed  and  carried  out  by  various  observers  ;  the  prac- 
tical difficulties  of  this  proceeding  are,  however,  great,  and  it  is 
at  present  only  successfully  practised  by  a  few  who  have  given 
special  attention  to  the  subject.  A  method  which  I  adopted 
successfully  in  one  case  many  years  ago  is  as  follows  :— 
The  urethra  is  dilated  ;  then  one  piece  of  a  Bryant's  rectal 
speculum  is  passed  along  the  urethra  into  the  bladder,  and 
so  placed  that,  seen  from  the  front,  it  occupies  one  latetai 
half  of  the  urethra  and  bladder  beyond.  When  in  this 
position,  the  speculum  divides  the  bladder  into  two  com- 
parlraents :  for  example,  supposing  the  speculum  occupies 
the  right  lateral  half  of  the  urethra  and  the  bladder,  then 
the  orifice  of  the  left  ureter  is  in  view.  The  surface  is 
gently  mopped  with  cotton-wool,  and  then  the  character 
of  the  urine  escaping  from  the  ureter  is  observed.  As  it 
collects  in  the  hollow  of  the  speculum,  some  of  it  may 
be  taken  up  with  a  syringe,  and  tested  in  the  usual  way. 
Having  finished  the  examination  of  the  left  ureter,  the 
speculum  is  now  quickly  turned  round,  so  as  to  lie  in  the 
left  lateral  half  of  the  urethra,  thus  bringing  the  orifice  of 
the  right  ureter  into  view.  When  this  was  done  in  the  case 
about  to  be  narrated,  a  little  fountain  of  clear  urine  about  a 
quarter  of  an  inch  high  escaped  from  the  right  ureter,  the 
exit  of  the  urine  from  it  having  evidently  been  prevented 
by  pressure  of  the  speculum,  while  the  left  ureter  was  being 
observed.  Here  also,  if  the  obvious  characters  of  the  urine 
do  not  at  once  settle  the  point  at  issue,  some  may  be 
collected   and    tested.     The  electric  light  is  necessaiyj 
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illumination,  unless  direct  sunlight  is  available.  In  the 
following  case,  observations  made  in  the  manner  described, 
showed  that  suppuration  was  taking  place  on  one  side  only, 
as  pus  was  seen  steadily  oozing  from  Ihe  left  ureter,  and 
clear  urine  came  from  the  right.  Guided  by  the  oozing  of 
the  pus  from  one  particular  point,  a  hollow  probe  was 
passed  two  inches  along  the  left  ureter,  but  I  was  not  able 
to  pass  the  probe  along  the  right  ureter,  The  evidence 
already  obtained  would  not,  however,  have  been  rendered 
any  more  conclusive  by  catheterisation  of  the  ureters.  I 
think,  then,  that  in  women,  when  the  urine  contains  pus, 
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Fig.  i6o.— Bryant's  Rectal  Speculum. 

and  when,  owing  to  other  considerations — for  instance, 
wasting,  fever,  failure  to  improve  under  local  treatment, 
such  as  washing  out  the  bladder  with  antiseptic  lotions — we 
have  reason  to  believe  that  the  presence  of  pus  is  not  to  be 
accounted  for  by  cystitis  alone,  either  the  procedure  above 
described  should  be  employed,  or  the  ureters  should  be 
catheterised  by  Kelly's  method,  with  a  view  to  give  the 
patient  the  benefit  of  surgical  treatment  if  the  afTection 
prove  to  be  unilateral.  The  following  is  an  abstract  of 
the  case  referred  to : — 

A.  G.,  age  iS,  &hop  auistant,  was  ailmitted  to  the  London  Koipitil 
on  May  15th,  1SS6,  complainine:  of  bibility  to  hold  her  urine.  She 
fint  b^an  10  expeTience  mictaritiaD  tRHibte  in  November  1885.  She 
uoticed  then  that  she  had  to  void  urine  more  frequently  than  she  had  t( 
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Jo  before,  and  baii  to  get  up  at  night  to  pats  it.  In  Janmu^  |SS£  At 
bq^  lo  have  mme  pain  during  mictantion,  which  became  mare  atid 
more  frequent,  and  al  lait  the  bladder  vas  lo  irritable,  that  (or  soaie 
lime  before  she  came  to  the  hospital  she  had  been  quite  unable  lo  hold 
her  urine.  She  had  never  passed  blood  with  het  orine^  On  one 
occasion,  in  April  1S86,  the  patient  had  a  pain  across  the  small  of  llie 
back  and  in  the  stomach.  The  pain  was  severe  and  shooting  ;  it  came 
on  luddenlf  and  went  away  mddenlj ;  it  did  not  can«e  luusca  ot 
vomitine,  nor  did  it  pass  down  towards  the  legs. 

On  admission,  the  patient  was  anccmlc,  but  6uHy  well  noorished, 
the  tempeiatuie  normal.  There  was  no  leodemea  in  the  abdomen, 
or  anything  abnormal  to  be  felt  there.  Vuln  altd  skin  adjacent  to 
it  red,  and  soce-Iookii^.  Hymen  perfecl,  bat  la^  On  v^ina]  exami- 
nation,  pressare  on  the  anterior  nginal  wall  caused  pain,  much  more 
than  the  same  pressure  on  the  posterior  vaginal  walL  The  ntenis  and 
its  appendages  were  normal.  The  sound  passed  into  the  bladder  • 
dislanctf  of  three  inches,  or  rather  less,  the  measurement  being  taken 
trom  the  eilcmal  orifice  of  the  urethrrL  The  parage  of  ibc  sound 
caused  pain.  About  a  drachm  of  urine  was  obtained  by  passing  a 
catheter ;  lenclion  amphoteric ;  *  it  contained  pus  in  abundance,  and 
Mime  shreds  or  flakes  ;  no  costs ;  only  pus-cells  and  bladder  epithelinm 
were  seen  under  the  microscope.     The  other  organs  were  heaJlhy. 

The  case  was  thought  to  be  one  of  cystitis  only  for  some  tim^ 
and  the  bladder  was  washed  out  d.iily  with  liquor  cirbonU  delergens 
(one  dnchm  to  a  pint),  and  afierwords  with  boradc  acid  lotion,  with- 
out, however,  any  improvement  taking  place.  May  31st.— The  tem- 
perature had  hitherto  been  normal ;  but  from  this  date  onwards  the 
patient  sulTereil  from  attacks  of  high  fever  running  an  irregnlar  coune, 
the  temperature  on  ^veral  occasions  being  as  high  as  104".  July  8lh.— 
Examined  under  ether  to-day.  No  tumour  10  be  felt  in  the  trgion  of 
either  kidney.  August  list. — The  patient  has  tost  131b.  in  wcif^l 
since  June  I4lh.  31st. — There  have  been  general  pains  during  the 
attacks  of  fever,  but  no  pain  specially  referred  lo  the  region  of  the 
kidneys.  For  the  last  three  weeks  increased  resistance  has  been  fell 
in  llie  r^ion  of  the  left  kidney,  palpation  causing  some  |>ain,  and 
excilini;  the  abdominal  muscles  lo  cunlract.  When  the  jialient  lay  on 
her  face,  dutness  over  the  left  kidney  in  the  back  was  found  to  nach 
two  fingers'  breadths  lower  than  over  the  right  kidney.     Under  ether  a 

*  /j.,  tumi  red  litmus  blue,  and  blue  litmus  red.  ^^| 


lump  WHS  easily  felt  in  the  situation  o!  the  left  kidney.  The  obsc 
on  the  character  of  the  urine  flowing  from  the  right  and  left  ureters 
respectively  were  then  made,  as  described  above  in  this  chapter.  My 
colleague,  Mr.  Treves,  saw  the  case  with  me,  and  it  was  agreed  that  it 
was  probably  one  of  scrofulous  degeneration  of  the  left  kidney,  and  that 
the  right  kidney  was  healthy,  as  evidenced  by  the  urine  flowing  from 
its  ureter.  Although  the  patient's  condition  was  most  unfavourable, 
yet,  as  the  rapid  loss  of  weight  and  other  grave  symptoms  made  it 
certain  that  the  case  must  end  falatly  in  a  short  time  if  left  alone,  we 
felt  it  right  to  suggest  operative  interference  to  the  patient  and  her 
friends,  at  the  same  lime  putting  the  risk  fairly  before  them.  Consent 
having  been  readily  given,  Mr.  Treves  operated.  The  patient  did 
very  well  after  the  operation,  and  the  temperature  was  persistently 
lower  than  it  had  been  previously,  though  still  febrile.  The  urine 
contained  (three  weeks  after  the  operation)  a  small  quantity  of  pus,  due 
no  doubt  to  the  cystitis  nhich  still  remained.  The  amount  of  pus  in 
the  urine  was  triHing,  however,  when  compared  to  the  large  'quantity 
passed  before  removal  of  the  kidney. 

Whatever  the  ultimate  result  may  be  in  this  particular  case,  there  is 
no  doubt  that  a  diagnosis  sufliciently  probable  to  justify  an  exploratory 
operation  could  have  been  made  by  the  method  described  months  earlier 
when  no  tumour  was  to  be  felt  in  the  abdomen,  and  before  the  patient's 
strength  had  been  so  much  reduced  as  la  render  her  a  very  unfavourable 
subject  for  operative  interference  at  all. 

A'ofc  an  tie  opiratian  by  Mr,  Trniis. — '■  The  kidney  was  approached 
by  the  ordinary  lumbar  incision.  It  was  embedded  in  an  eiteraire 
mass  of  lough  adhesions.  It  was  snbsequenlly  found  that  this  peri- 
nephrilic  inflammalion  was  the  main  constituent  of  the  '  renal '  tumour, 
since  the  gland  itself  wai  but  little  enlarged.  The  adhesions  were 
broken  down  with  difficulty.  It  was  found  impossible  to  separate  the 
kidney  from  the  capsule,  or  from  the  supra-renal  body.  The  latter 
structure,  with  the  entire  kidney,  was  therefore  removed.  A  su^cal 
pedicle  could  not  be  established.  The  ureter,  distended  with  caseous 
and  purulent  matler,  gave  way ;  the  renal  vessels  were  clamped,  and 
subsequently  ligatured.  The  kidney  was  entirely  occupied  by  a  series 
of  tubercular  abscesses.  The  wound  was  stuffed  with  sponge  covered 
with  iodoform,  and  the  cavity  left  to  granulate  up." 

yanuary  1888.— The  patient  now  looks  fat  and  well.      The  wound 
completely  healed  some  time  ago.    She  still  cannot  hol<l  her 
properly,  hut  she  has  recently  acquired  the  power  of  holding  il 
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short  lime,  which  u 
can  be  that  she  mu: 
ptrfomied. 

JaHuarji  1890.— Slill  quite  well ;  urine  nonnul. 

Dr.  Howard  Kelly,  of  Ballimore,  has  successrully  p 
calheterisaiion  of  the  uieters,  and  has  devised  a  special 
cysloscope  and  sounds  for  the  purpose.  With  the  aid  of 
the  cystoscope  the  ureteral  sound  can  be  passed  into  the 
orifice  of  the  ureter  under  the  direct  guidance  of  the  eje. 

The  existence  of  a  vesico  vaginal  or  vesi co-uterine  fistula, 
and  its  position,  can  be  demonstrated  by  pouring  tnilk  into 
the  bladder  while  we  are  looking  into  the  vagina  with  a 
Sims's  speculum. 

Coming  nmv  lo  Group  II.,  we  need  only  say  that  pelvic 
peritonitis  and  cellulitis,  enlargements  of  the  uterus,  ovarian 
and  other  tumours,  will  necessarily  be  discovered  by  a  care- 
ful physical  examination ;  and  as  regards  hysteria,  we  shall 
be  guided  lo  a  diagnosis  by  an  absence  of  local  physicsl 
signs,  combined  with  the  general  appearance  and  bearing  of 
the  patient. 

Sometimes,  apart  from  hysteria  and  apart  from  any  dis- 
coverable disease,  local  or  general,  congenital  incontinence 
is  met  with,  persisting  even  up  to  seventeen  or  eighteen, 
or  later,  and  resisting  all  treatmeal,  as  in  the  following 
case: — 

J.  W.,  >ge  17,  admUicd  lo  ihe  London  Kospilnl  on  account  of 
innbilily  lo  hold  hei  water  since  btnh. 

DectmUr  3<ith,  1888,— She  attended  first  in  the  oul-palicnl  department 
for  a  ihort  time.  The  utenu  was  found  retroveried,  nut  enlarged,  and 
freely  movable.  It  was  placed  In  a  poution  of  onleversion  with  sound, 
atid  a  ring  pessary  imerled.  Inconiineno;  continued  as  badly  as  before. 
Ring  removcil  and  patient  admilted.  There  was  simple  crytheoiatou^ 
vulvitis,  aiul  also  soreness  and  redness  of  ihe  skin  round  the  vulva,  so 
thai  there  was  no  doubt  as  to  the  reality  of  the  incontinence.  (In  some 
cases  where  incontinence  Is  complained  of,  there  is  no  such  vulvitis  or 
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condition  of  skin  ;  ihen  probably  we  may  take  it  that  the  in 
is  triRing  and  iray  be  curable.) 

yanuary  5M,— Bei!  always  wet  1  patient  passes  her  water  voluntarily 
(1  oz.)  every  quarter  of  an  hour ;  during  night,  three  times.  Blister- 
ing above  the  pubes.  Large  doses  Tr.  Beiladon.  tried  without  eflect, 
also  cautery  to  urethra!  orifice  and  anlcrior  vaginal  nnill  far  about  one 
inch  up.  This  latter  caused  a  slight  improvement  till  the  soreness 
produced  by  the  cautery  disappeared,  but  the  improvement  was  only 
temporary, 

yanuary  17M. — Constant  cunenl ;  one  pole,  lumbar  spine;  the  other 
over  pubes  ten  minutes  ;  same  treatment  till  Febroary  3rd  :  no  better. 

N.B. — Use  of  cautery  after  failure  of  electricity.  Went  home  to 
Blocltwaler  absolutely  without  the  least  improvement.  In  other  ways 
she  seemed  a  sensible  girl.  (Urine,  acid;  albumen,  o;  sugar,  o; 
sp.  gr.,  loto :  sound  to  bladder,  4i  to  5  inches.) 

Treatment The  treatment  suitable  in  each  case  will 

depend  on  the  cause ;  for  example,  vascular  caruncle  must 
be  burnt  off;  vesico-vaginal  fisttila  operated  on  with  a  view 
to  closing  the  fistula ;  ovarian  tumours  removed ;  foreign 
bodies,  or  calculi  in  the  bladder,  extracted;  a  scrofulous 
kidney,  if  the  disease  is  proved  to  be  unilateral,  may  be 
extirpated.  In  cases  of  cystitis  for  which  no  cause  can 
be  discovered,  rest  in  bed,  with  frequent  hot  hip  baths,  is 
useful.  In  such  cases  the  bladder  should  be  washed  out 
two  or  three  times  a  day  with  water  containing  5ij.  of  liq. 
carbonis  detergens  to  the  pint.*  The  best  way  of  doing 
this  is  to  use  a  catheter  made  of  india-rubber,  with  a  glass 
funnel  fitted  on  the  other  end  of  the  catheter.  The  bladder 
is  first  emptied  with  another  catheter;  then  the  india- 
rubber  catheter  is  passed,  and  the  solution  to  be  used 
poured  into  the  glass  funnel.  The  quantity  that  can  be 
introduced  depends  on  the  irritability  of  the  bladder :  per- 
haps only  two  or  three  drachms,  or  less,  may  be  tolerated. 


I 
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Large  quantities  of  demulcent  drinks,  such  as 
water,  are  useful.  Where  pain  on  passing  water  b  a 
symptom,  and  is  due  to  disease  of  the  bladder,  or  urethra, 
tincture  of  hyoscyamus,  decoction  of  pareira,  bicarbonate  of 
potash,  spiritus  setheris  nitrosi  and  camphor  water,  separately 
or  in  various  combinations,  may  be  prescribed.  Oil  of 
sandalwood  in  capsules  mxv.  thrice  daily  is  also  useful.  It 
is  often  advantageous  to  give  besides  a  mixture  containing 
benzoate  of  ammonia  in  twenty-grain  doses  in  combinsi' 
tion  with  Tinct.  Coilinsonia  Canadensis  (nixx.-xxx.),  and 
Buchu. 

Goodell  speaks  highly  of  belladonna  "in  almost  ei 
form  of  vesical  irritation," 

His  favourite  formula  is: — 


{I    Atropin.  Sulph,,  p.  ss. 

Aq.  iJeslillat.,  51  v. 

Four  drops  to  be  taken  in  a  wineglassful  of  water  befc 

each  meal.     To  be  increased  or  diminished  according 

the  constitutional  effect. 

For  niKturnal  incontinence  in  young  girls  we  attend  care-' 
fully  to  the  state  of  the  bowels.  If  the  girl  suffers  from 
wonns,  suitable  treatment  is  adopted  ;  we  advise  the  mother 
not  to  let  her  drink  any  fluids  for  two  hours  before  she  goes 
to  bed ;  and  she  should  be  wakened  to  pass  water  when  the 
mother  is  going  to  bed.  Sometimes  a  blister  applied  above 
the  pubes  is  efficacious  ;  sometimes  benefit  is  derived  from 
small  doses  of  tincture  of  belladonna.  Of  course 
now  speaking  of  cases  where  the  urine  is  healthy,  and  ihi 
seems  no  reason  for  suspecting  organic  disease. 

The  following  case  is  an  example  of  the  latent  charai 
of  scrofulous  disease  of  the  kidney.     It  was  not 

M.  K.,  age  30.  wu  admitted  to  the  London  Hospital  complainings) 
piin  on  mictorilion,  and  of  having  [o  pasi  her  water  frequently  for  tl 
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d  been  milky. 


previous  six  weeks.    The  utiue  passed  duriog  lliis  Li 
She  had  had  lo  get  up  al  night  la  pas^  her  water. 

Has  been  troubled  with  cough  and  shortness  of  breath  five  months. 

Had  one  child  bom  dead ;  she  Ihinlis  it  was  at  full  term. 

On  admissiou  the  urine  was  found  lo  contain  a  small  quantity  of  pus, 


add. 


The  case  was  thought  to  be  one  of  sub-acute  cyslilif,  and  Irekted 
accordingly. 

She  died  suddenly  of  syncope,  apparently  due  to  fright,  while  an 
operation  was  being  performed  in  the  ward. 

On  post-morlem  examination  there  was  found  advanced  scrofulous 
d^eneration  of  the  left  kidney.  The  right  kidney  contained  two  small 
abscesses,  but  was  for  the  most  pan  healthy. 

She  had  a  typical  kyphotic  pelvis,  the  measurements  of  which  are 
appended. 

Conjugate  of  the  brim,  5^  inches. 

Transverse,  5J  inches. 

Conji^tc  at  the  outlet  with  the  coccyx  pushed  back,  3]  inches. 

Between  ischial  tuberosities,  3  inches. 

Between  ischial  spines,  ^{i  inches. 

Diagenal  eonjugalt  \ij.,  from  the  sacral  promontory  to  the  lower 
border  of  the  symphysis  pubis),  6  inches. 


The  following  case  is  an  example  of  malignant  disease 
affecting  a  movable  kidney.  The  prominent  symptoms 
were  occasional  hsmaluria  ;  sometimes  pain  on  micturition, 
apparently  only  when  clots  had  to  be  passed  ;  wasting,  and 
the  presence  of  a  tumour  in  the  abdomen. 

M.  fi.,  age  6;,  married  at  the  age  (if  37,  a  widow  since  she  was  40, 
bns  hod  six  children.  She  was  admitted  to  the  London  Hospital  under 
my  care  on  December  agth,  1887,  complaining  of  a  tumour  in  her  right 
•ide,  end  having  passed  bluod  with  her  water. 

History  ef  tht  illnrss. — Nine  or  ten  months  ago  she  passed  "blood 

initead  of  water."    The  next  morning  after  getting  up  she  was  attacked 

[    with  Kvere  pain  in  the  tight  iliac  region  and  in  the   stomach.     She 

ed  a  motion,  but  this  did  not  relieve  the  pain.     A  doctor  who  was 

d  in  declared  the  lump  in  her  side  lo  be  a  fx-cal  accumulation,  and 

ted  het  waiB  aperieni  medicine,  nhich  gave  her  some  retief. 
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Two  or  three  monlbs  ariervnuds  she  again  passed  a.  lu^  quanti 
datli-coloured  blood.  logelhfr  with  >  few  clots.      The  passjng  of 
pccompaaied  by  a  good  deal  of  pain.     Since  then  she  has  been 
flesh  and  feeling  »eak. 

She  hrst  fell  pain  oa  pas^ng  hei  water  seven  monlhs  ago,  an 
suffered  from  it  occasionally  siace,  espedally  six  weeks  ago,  when  it 
was  of  a  severe  cutting  chuaclet.  Until  a  month  ago  she  had  to  get 
up  at  night  lo  pass  water,  hut  lately  she  has  not  hod  to  pass  her  waler 
with  undue  frequency. 

Detfmbtr  igrA.  — In  the  right  lumbar  region  there  is  felt  a  hard  ma&s 
moving  on  respiration,  and  easily  tcpanible  from  the  lii 
freely  movable  on  manipulation.      The  rnass   feels  solid,  and  like 
movable  kidney,  only  il  is  larger  than  a  healthy  kidney,  and  in  places- 
the  surface  of  the  tumour  is  somewhat  nodular. 

Il  is  not  tender- 
When  the  finger  is  laid  lightly  on  the  abdomen  ever  the 
there  is   resonance,  but   less  than  in   the  corresponding  iliac  r^( 
When  the  hnget  is  pressed  down  on  the  surface  of  the  turnout 
obtained  on  percussion  is  dull. 

Bladder. — ^The  sound  pns.scd  4J  inches  into  the  bladder, 
frum  the  external  orifice  of  the  urethra.   .No  pain  caused  by  pissing  it. 

Wwc— Alkaline^  sp.  gr,  1008,  smoky  in  colour,  contained  albumen, 
and  on  standing  a  deposit  formed,  which  was  found  to  contain  blood 
corpuscles  and  pus  corpuscles. 

On  another  occasion  the  urine  was  acid,  and  on  standing  gave  a 
deposit  in  which  blood  corpuscles  were  seen,  though  the  guniacum  lest 
gave  a  negative  result.  I  thought  the  case  was  one  of  malignant 
disease  aflecling  a  movable  kidney,  and  transferred  the  case  lo  the 
surgical  side  for  operation. 

The  tumour  was  removed  on  January  zolh,  188S,  and  found  lo  be 
what  had  been  expected. 

On  cutting  the  kidney  open  there  was  seen  a  jiorlially  decolorised 
clot,  forming  a  cast  of  the  pelvis  of  the  kidney.  The  malignant  growth 
was  in  the  form  of  while  circumscribed  nodules,  the  projection  of  which 
caused  the  unevenness  of  the  surfoce  referred  to  above. 

The  palitnl  unfortunately  died  of  peritonitis  a  few  days  later. 

Hsematuria  in  the  newly-married. — I  have  seen  0 
remarkable  case  in  which  marked  hiematuria  occurred  s 
after  marriage.   Of  course,  as  a  general  rule,  such  a  sympt 
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is  merely  due  to  admixture  of  blood  (resulting  from  lacera- 
tions of  the  hymen)  with  the  urine  ;  but  in  the  case  I  refer 
to  the  urine  was  drawn  off  with  a  catheter  by  myself,  and 
found  to  contain  a  good  deal  of  blood.  It  is  not  easy  to 
explain  how  this  haematuria  originated — I  merely  record  it 
as  a  matter  of  clinical  interest. 
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CHAFJ-ER   XIX. 

Malformations. — Sterility. 


Mol formation B.— These  will  be  merely  mentioned,  as  tl 

are  all  r.ire,  and  most  of  iheni  very  rare. 


1.  Of  the  vulva, — All  malformations  of  the  vulva  aren 
instances   of  arrested   development.      The   following    five 
figures  from  Schroeder  illustrate  stages  in  the  development 
of  the  vulva,  terminating  in  the  normal  condition  of  parts 


^ 


(Tig.  165).     Any  one  of  the  conditions  represented  in  t 
first  four  figures  may  persist,  and  constitute  a  malformatioi 

In  figure  161  we  have   the  ailantois,   the  rectum, 
Miillei'a  ducts  communicatii^,  but  shut  off  from  the  extei 
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mdition,  absence  of  the  vulva,  is  found  in  some 
s  fetuses. 
In  figure  i6i  a  depression  of  the  skin  has  established  a 


n  with  the  exterior ;  but  the  rectum,  bladder, 
and  vagina  open  into  a  single  passage  or  cloaca. 
In  figure  163  the  tissues  between  the  rectum  and  bladder 


Fig.  164. 

are  seen  to  be  descending,  so  as  to  divide  the  common 
ojiening  into  an  anterior  part,  the  uro-genital  sinus,  and  a 
posterior  part,  the  anus. 

In  figure  164  the  perineum  has    now  been   completely 


formed,  but  the  bladder  and  vagina  still  open  intoacommon 
opening,  the  uro-genital  sinus. 

In  figure  165  (he  uro-geniul  sinus  is  divided,  by  descent 
of  the  tissues  between  the  bladder  and  vagina,  into  an 
upper  part,  the  urethra,  and  a  lower  part,  which  forms  the 
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vestibule,  Ihus  completing  the  normal  arrangement  of  the 
2.  Of  the  uterus.— It  is  easy  to  understand  the  various 


malformations  that  occur,  if  it  be  borne  in  mind  that  the 
Fallopian  tubes,  the  uterus,  and  vagina  are  developed  bora 
two  tubes — Miiller's  ducts.  These  remain  separate  above, 
forming  the  Fallopian  tubes ;  but  below  they  coalesce,  the 


Fig.  iGS.  — Ulcrus  septas  (Scbroedcr,  after  Kusamaul). 

The  following  mnl formations  are  described  : — 
1.    Uterus  unicornis. — Here  one  of  Miiller's  duels  has  not 
developed  (Fig.  i6C). 

Uterus  duplex.  —Both  Miiller's  ducts  liave  developud, 
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but  they  have  not  coalesced,  the  result  being  two  almi 
distinct  uteri,  merely  joined  where  they  he  in  contact. 

3.  Uterus  septus, — The  external  appearance  is  that  of  a 
normal  uterus,  but  on  section  the  uterine  cavity  is  seen 
more  or  less  distinctly  subdivided  into  two-  l"he  v! 
may  be  single  or  double  (Fig.  168). 


A  Cast  of  Double  Uterus  with  Submucous  Fibroid 
Tumour. 

A  married  womin,  38  years  o(  age,  was  seni  to  me  by  Mr.  Sooi 

and  admitled  into  liie  London  Hospital  under  my  cue  on  Octolier  I6tb> 
1895.  She  had  bevn  inarried  fourlEcn  ycaii,  liul  had  nc*et  been 
pregnant.  TYx  catainenia  appeared  when  she  was  liricen,  hut  she  was 
not  regular  till  !>lie  was  twenty-one,  several  months  inlerveniog  al  times 
between  the  periods.  Since  she  was  twenty-one  she  had  been  quite 
regular  every  four  weeks  till  seven  months  ago,  but  nearly  always  had 
some  pain  during  menstruation.  She  complained  Ibal  for  the  last 
seven  months  she  bad  been  losing  loo  much  at  her  periods,  and  for  the 
last  six  months  there  had  been  a  constant  reil  discharge  between  the 
periods,  but  till  recently  she  could  slill  tell  when  the  mensirual  periods 
occurred.  For  the  last  six  months  she  had  passed  clots  during  nien- 
strualion,  but  had  never  done  so  previously.  The  dysmenarTh<ea  had 
been  relieved  during  the  last  seven  months  by  lying  down,  but  this  is 
said  to  have  had  no  effect  in  lessening  the  encessive  flow.  She  had  had 
some  pain  and  smarting  during  micturition  ever  since  her  marriage,  but 
this  had  been  worse  during  the  last  seven  months.  She  had  been  losing 
flesh  during  the  lost  six  months.  On  vaginal  examination  Ihe  uterus 
WIS  found  considerably  cnUrged.  A  curious  faldform  fold  of  mucous 
membrane  {F,  Fig.  169}  was  felt  at  the  upper  part  of  the  vagina  running 
from  before  backwards  and  from  right  to  left.  The  sound  passed  four 
and  a  half  inches.  At  this  time  it  was  not  recognised  that  there  was  a 
second  vaginal  portion,  as  the  finger  passed  to  Ihe  right  of  the  fold  just 
described.  After  disinfecting  the  vagina,  a  laminaria  lent,  specially 
rendered  aseptic  by  proloogol  immersion  in  absolute  alcohol  con- 
taining 1  per  cent,  of  corrosive  sublimate,  was  inserted  into  the  cervix 
(j*) — that  on  the  right  side — on  October  l6lh,  at  5  p.m.,  a  atrip  of 
iodoform  gauie  being  packed  below  the  lent  to  keep  it  in  position. 
The  next  day,  at  2  p.m.,  an  amEsthetic   was  given,  and  the  patient 
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placed  ia  the  lUhotomy  posilian.     The  iodororm  gauze  wos 
and  a  vaginal  douche  of  perchloride  of  mercury  (i-iooo)  given.    The 
upper  part  of  the  vagina  and   the   cervix   into   which  Ihe   lenl   had 
been  inserted  were  tlien  thoroughly  exposed  with  Siuis's  speculum  and 


Fig.  169.— Uterus  septus  (Author's  case). 

A.  B.  Two  separate  vaginal  portions,  each  with  lis  external  oa  ulcri. 

E.  Spur  above  which  [he  septum  has  been  absorbed.      C.  Cavity  of 

uterus.    D.  Submucous  libroid^atlached  nl  funduii.    F.  Falciform  fold 

of  mucous  membrane  desciibed  111  the  notes  of  Ihe  cnse.     V.  Vagina. 


then  seen  that  there  wasji  second  vaginal  portion  (B)  to 

the  left  side.   It  wu  perfectly  well  formoj,  but  slightly  smaller  than  the 

vaginal  portion  on  the  right  side.    The  falciform  fold  of  vaginal  mucous 

.   membrane  (F)  passed  between  the  two  vaginal  portiorgs,  running,  as 
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■Irendjt  mentioned,  from  before  backwards  and  tligbtlf  from  rfgbl 
lefl.  The  tent  wu  now  removed  frnm  the  ritjhC  cervix.  The  ulerine 
sound  was  piised  into  each  cervix  nnd  passed  the  same  dUlance  on 
each  side — viz.,  four  and  a  half  inches.  The  right  cervix  (,jt)  was  now 
fiinher  dilaled  by  meara  □(  Mfgar's  dil.ilors  [ill  Ihc  finger  could  be 
passed  throtigh  il  into  the  uterus.  The  submucous  Gbroid  (/>).  the  size 
of  a  large  walnut,  was  felt  attached  at  the  fundus  and  to  the  right  side. 
Il  was  ieiicd  with  polypus  forcep;  and  twisted  till  it  seemed  loose,  but 
it  could  not  tie  brought  away  till  the  cervix  was  further  dilaled  up  to 
the  liie  of  No.  24  Il^ar.  The  condition  of  the  uterus  was  then 
examined  more  closely.  The  ulerine  sound  was  passed  into  the  left 
ccrvii,  and  the  linger  into  the  cervix  on  the  right  side,  through  which 
the  Rbroid  tumour  had  just  been  removed.  The  condition  of  things 
figured  in  Ihe  iUusinition  was  then  found— that  is,  the  finger  fclt  the 
sound  in  the  cavily  ^C)  at  the  body  of  the  uterus,  showing  that' there 
was  a  single  cavily  for  the  body  of  the  uterus,  into  which  led  the  two 
separate  cervical  canals.  There  was  a  sort  of  spur  (£}  fell  a  little 
above  the  level  of  the  inletnol  os.  Hiroanually  Ihe  upper  part  of  Ihe 
ntenis  was  felt  to  be  slightly  irregular,  tliete  being  three  distinct 
prominences,  as  figured  in  the  illustration,  most  probably  due  to  the 
presence  of  sub- peritoneal  fibroids.  The  patient  made  the  uneventful 
recovery  usual  nowadays  after  operations  of  this  nature. 


i 


4.  Uterus  bicornh. — The  external  appearance  here  is  c 
that  of  a  normal  uterus,  as  there  is  a  sulcus  at  the  fundi 
dividing  it  into  two  horns  (Fig.  170). 

The  cavily  may  lie  completely  divided  into  two  I 
septum,  or  incompletely,  there  being  two  cavities  i 
and  a  single  cervix. 

In  care  cases  the  uterus  may  be  radimentary  or  absenl 
In  such  cases  the  ovaries  are  usually  absent,  but  they  a 
be  present. 

The  following  case  was  one  of  ill-developed  uterus, ' 
imperforate  hymen,  and  probal)ly  imperforate  vagina  ; — 

Kate  L.,  age  20,  single,  a   general  servant,  came  to 
Hospital  complaining   of   "  general   debility,"  and    of   having  di 
"seen  anything."     On  examination  it  was  found  that  thehymeaM 
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impetforale,   but   not   bulged,  as  il   is  when  there  i 

■Dcnsliual  Huitl  above  it.    The  orifice  of  the  urethra  wns  ntther  small, 

but  she  had  no  trouble  as  to  miclurilion. 

She  was  a  patient  in  whom  bimanua.1  examination  WM  very  easy  and 


Fig.  170,— Uterus 


(Schroeder). 


wlisfnctory.  On  examining  her  per  rectum  in  this  way,  the  only  repre- 
Live  of  any  ulerus  to  be  felt  was  a  small  solid  body  about  one  inch 
long  and  perhaps  a  quarter  of  an  inch  thick.  The  whole  pelvis  was 
thoroughly  searched  biminually,  but  nothing  tlse  was  found. 


Ptlle  uterus — Here  the  uterus  in  the  adult  retains 
ile  characters ;  that  is  to  say,  the  cervix  is  relatively 


Fig.  171.— Infantile  Ulerus  (Schioeder). 
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well -developed  as  compared  with  the  body,  which 
only  a  quarter  or  thereabouts  of  the  whole  length  of  the 
uterus.  The  whole  uterus  is  small,  one  and  a  half  to  two 
inches  long.  In  such  cases  the  \-agina  and  ovaries  are  also 
usually  incompletely  develo(ied. 

Congenital  atrophy  of  the  uterus.— Here  the  telai 
proportions  of  the  body  and  cer\-ix  are  normal,  but  the  wh< 
uterus  is  small.     Usually  there  is  a  very  marked  anteflexion" 
of  the  uterus,  and  the  vaginal  portion  of  the  cervix  points 
forwards.     In  such  cases,  if  menstruation  occurs  at  all,  it  is 
irregular  and  painful,  and  the  function  is  late  in  beginni 
The  menopause  occurs  early. 

Malformations  of  the  vagina. 

The  vagina  may  be  absent. — The  uterus  and  its  appendaf 
may  in  such  cases  Ije  eiiher  rudimentary  or  well-developed ; 
in  the  latter  case  the  non-development  of  the  vagina  causes 
retention  of  menses  (Hsmatokolpos,  Hreraatometra).     {Ci 
suit  pages  103  and  104.) 

I  have  seen  one  case  of  this  due  to  a  complete  septi 
about  one  inch  and  a  half  from  the  vaginal  oriiice. 
external  organs  of  generation  were  normal. 

The  following  is  an  abstract  of  the  case : — 


,  it  is 
inin^^H 

dageS^^ 
jped; 

1 


5.  K.,  aged  tS,  single,  complained  of  pains  in  the  abdomen  that  had 
lasted  two  years,  and  of  pain  in  the  left  groin  of  two  months'  duration  : 
she  hid  occasionally  greal  difficully  in  passing  her  water  for  two  yean. 

Mmstmal  Aij/wy.— She  had  never  "seen  anything,"  bul  she  has 
every  month  a  feeling  of  malaise,  and  the  pains  in  the  nbdomeQ  are 
worse  at  that  limi 

She  had  been  i: 
herself. 

Appetite  poor, 
loose,  acling  two 

On  abJomirtat  t 
hypogastrium 


bed  for  a  month  before  I  saw  her,  and  she  fell  iU  ii 

Pains  at  the  epigai^lrium  after  food. 
ir  three  limes  a  day. 
laminatiBi  an  elastic  swelling  is  felt  occupying'  n 
1  upper  part  a  small  knob-like  projection  o 


(uterus  ?).   The  whole  swelling  is  about  the  si 


of  the  ul 


IS  at  the  4) 
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of  llie  fourth  month  of  pregnancy.  Exteraal  genitals  normal.  The  vagina 
is  cumpletely  occluded  by  a  tmnsveise  septum  about  one  inch  and  a 
half  from  the  orifice.  BimanuiiUy  it  can  be  recognised  that  Ihcre  is  a 
collection  of  fluid  between  the  hand  on 
and  the  finger  in  the  vagina.  1  heard  subsequently  from  her  medical 
attendant  that  she  had  been  operated  on,  and  the  usual  treacly  fluid 
evacuated,  but  that  the  patient  died  of  septic  peritonitis  about  a  month 
after  the  operation. 

I  have  also  seen  a  case  where  there  i 
similar  septum,  apparently  at  first  sight  complete,  but  in 
which  careful  examination  discovered  a  fine  aperture  just 
admitting  an  ordinary  surgical  probe. 

The  details  of  the  case  were  as  follows :  — 

Edith  M.,  age  20,  married  two  yeara,  no  children  or  miscarriages, 
came  to  the  London  Hospiul  complaining  of  pain  in  the  left  iliac 
region,  worse  at  the  periods ;  she  had  had  this  for  a  long  time,  but  the 
pain  has  been  worse  at  the  last  three  periods- 
She  has  had  a  while  vaginal  discharge  for  two  feats. 
Memlrual  iu/flry-— Calameoia  appeared  at  thirteen,  regular  every 
three  weeks,  scanly  and  pale,  always  attended  with  much  paJo,  which, 
OS  mentioned  above,  has  been  worse  the  last  three  times. 

On  exaadnatioH  a  septum  was  found  across  the  vagina  about  one 
inch  and  a  half  from  the  orifice.  The  external  organs  were  normal. 
Per  rectum  the  uterus  could  be  felt  to  be  of  the  normal  size  and  freely 
movable. 

I  took  her  into  the  hospital  and  examined  her  under  ether. 
fill  eiamination  of  the  septum  showed  the  pi 
in  it,  just  admitting  an  ordinary  probe.  The  sepluro  was  then  cut  through 
with  scissors,  and  the  opening  enlarged  by  dilating  with  the  fingers. 
Nothing  else  abnormal  was  delected.    The  patient  did  well  subsequently. 

The  following  case  was  one  of  complete  absence  of  the 
vagina,  with  double  uterus  and  double  hxmatometra.  1 
believe  the  case  to  be  unique  in  respect  of  the  double 
hfematometra :— 

L.  T.,  a  single  girl,  aged  17,  was  first  seen  by  me  on  November  a6lh, 

1893,  at  Reading,  at  the  request  of  my  friend  Dr.  Arthur  Koberu,  of 
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Reading,  who  was  sRending  her.  On  that  ocMsion  «  very  e 
examinslum  was  made,  the  patient  being  under  the  inflaence  of  an 
aniesthetic  administered  by  Dr.  Rows,  of  Reading.  The  condition  of 
things  distoveted  ai  that  ciamination  i*  described  below. 

Family  hUtery. — Her  father  is  alive  and  well.  Hei  mother  died 
during  the  patient's  infancy.  She  has  no  mieis  or  brothers,  but  she 
has  half'nsicn  and  halT-biotheis. 

Personal  histiry. — She  is  seventeen,  and  will  be  eighteen  on  the 
24th  of  May  nexL  She  has  lived  all  her  life  at  SouthampioD,  and  has 
had  no  illness  of  any  Itind  before  the  present  trouble  b^an. 

Sprcial hislery. — She  has  never  "  seen  anything"  at  all,  but  for  some 
time  past  (the  time  when  the  pain  hegao  was  not  given  very  accurately) 
she  has  complained  of  great  pain  in  the  hypogastric  region  and  back, 
which  comes  on  about  ooce  a  month,  and  lasts  about  fourteen  days. 
Severe  pain  is  practically  her  only  symptom. 

At  the  eiaraiofltion  on  November  a6th,  1893,  the  following  tcls  were 
noted : — The  patient  is  a  tall,  well-developed  girl  ;  the  breasts  are  well 
developed.  On  CKamining  the  abdomen  no  swelling  could  be  felt  in 
the  hypogastric  region,  nor  was  there  any  swelling  to  be  felt  there  at 
any  time  subsequently,  though  she  was  examined  on  many  occasions 
extending  over  a  period  of  more  than  two  years,  during  which  she  was 
kept  under  observation  before  the  operation. 

Vtdva. — When  the  labia  are  not  separated  the  appearance  of  the 
cxtemal  genitals  is  quite  normal  ;  the  mons  Veneris,  labia  majori,  and 
pubic  hair  present  their  normal  appearance.  On  separating  the  labia 
majota.  the  nymphx,  glans  clitoridis,  vestibule,  urethral  orifice,  foar- 
chette,  and  fossa  navicukris  are  normal,  but  where  the  vaginal  orifice 
should  be  the  condition  is  as  follows : — There  is  a  slightly  raised  median 
tidge  ruiming  from  before  back  from  the  posterior  nuirgin  of  the 
urethral  orifice  to  where  the  poslerior  margin  of  the  vi^nal  orifice 
should  be.  On  each  side  of  the  raphe  described  there  is  a  slight 
depression  of  the  surface,  to  the  extent  of  ^  of  an  inch  or  so,  and 
round  each  of  these  depressions  there  is  a  distinct  but  rather  rudi- 
mentary hymen.  That  is  to  say,  where  the  vaginal  orifice  should  he 
there  is  a  central  antero-poslerior  ridge,  with  a  very  shallow  depression 
surrounded  by  a  rudimentary  hymen  on  each  side  of  it  (see  Fig.  1^3). 

On  ratal  txaminanen  a  uferus  can  be  felt  bimanually ;  it  is  in  the 
normal  position  and  fairly  movable.  As  regards  its  sixe.  the  ulems 
appears  to  be  rather  larger  than  the  ulents  of  a  virgin  aged  seventeen, 
but  not  *ery  much  larger.     Certainly  it  is  not  so  much  eiUajged  ai  to 
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lead  one  lo  feel  sure  there  is  any  accumulaiion  of  menslcHal  lluid  inside 
it.  With  the  sound  in  the  bladder  and  the  lingci  in  the  lectunii  the 
partition  between  the  rectum  and  the  bladder  is  felt  to  be  very  thin,  and 
especially  so  in  the  neighbourhood  of  the  cetvU.  A  dimple  is  felt  at 
the  end  of  the  cervix,  which  is  taken  to  be  the  exteinal  os  uteri ;  it 
points  backwards  and  somewhat  to  the  right.  The  distance  from  the 
anui  to  the  position  of  the  os  was  measured  as  carefully  as  possible  with 


The  dark  area  immediately  in  front  of  the  anus  is  the  artilicial  vagina 
formed  by  the  operation.  In  it,  high  up,  are  seen  the  two  openings, 
one  into  each  half  of  the  doable  uterus,  made  at  the  operation.  In 
front  of  the  oval  dark  area  (artificial  vagina)  b  aeeo  the  condition  of 
the  exleraal  genitals  before  (and  after)  operation. 


the  Soger,  and  found  to  be  nixiul  2  inches.     This  is 

light  of  what  occurred  fli  the  operation,  as  the  dissi 

carried  about  ii  inches  or  more  from  the  surface  before  the  dimple  i 

quettioo  was  reached.     As  regards  the  opimon  of  the  case  arrived  a 
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on  Mi  occasion,  I  came  to  the  coocliuion  llutt  ihcrc  WEs  no  ragiaa,  bttt  | 
LhBt,  on  the  other  band,  there  was  no  evidence  on  physicsU  examination 
ordiitcntion  of  the  ulettis.  As  the  palieni  only  compUined  of  pain,  it 
did  not  seem  to  me  al  that  lime  that  making  an  artifidal  passage  id  the 
oi  uteri  would  neccs^rily  relieve  it,  as  the  pain  did  not  seem  lo  depend 
un  diitcniiun  of  the  ulenis.  I  therefore  advised  postpaning  the  quesliag 
of  any  operation  till  there  was  definite  evidence  of  accucnulatiou  ir 
uterus.  The  |:alienl  was  given  ichthyol  in  pills  for  some  lime,  and  it 
seemed  for  a  while  to  relieve  her.     I  shouM  say  thai  1  took  her  ii 
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FlC.  173.— Diagranini;itic  rcpre.iuntaliuii  of  ilie  ule^ii-.  ir 
before  operation.  The  utenii  is  seen  in  coronal  section  | 
parallel  to  the  coronal  suture). 

the  London   Hospital  on  January   12th,   1S94,  and   Iccpt   her  in  t 
March  and,  1S94,     During  that  lime  there  was  no  rise  of  tempeiature}  1 
the  only  S)Tnploras  were  the  pain  described  and  headache.    There  we«>  I 
intervals  when  she  was  free  from  any  discomfort. 

Examination  during  her  stay  in  the  hospilal  confirmed  the  result!   j 
already  found  when  she  was  eiamined  al  Reading, 

I  SAW  her  al  intervals  during  l!i94  and  1895.     Sometimes  she  fl 
free  from  pain  for  long  periods,  while  al  other  times  the  pain  was  v< 
severe.     She  was  readmitted  into  the  London  Hospital  on  October  3i»t,  1 
1895.     The  ftltacks  of  pain  had  been  irr^ular  in  Ihcir  occurrence,  and   [ 
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not  every  month.  For  instance,  tlie  last  onset  of  piin  was  sU  weeks 
before  her  readmissino,  and  it  continued  up  to  her  admission.  The 
pain  is  often  worse  at  night.  The  pain  is  said  to  be  ralhet  to  the  left 
side  of  the  hypogasiric  rt^on,  and  lo  mtend  down  the  left  leg  as  far 
aa  the  knee,  as  well  as  beinj;  fell  in  the  lower  part  of  the  back. 

Nmmnbtr  14M,  iSg;. — An  ana:sll]elic  was  given,  and  she  was  again 
thoroughly  examined.     Theie  was  no  swelling  to  be  fell  in  the  lower 


part  of  the  abdomen  even  when  she  was  deeply  under  Ihe  influence  of 
Ihe  aniisthelic.     On  bimanual  eiaminilion  per  rectum  the  u 
fell  to  be  distinctly  enlarged,  and  alxiut  the  size  of  the  prt^ant  u 
at  the  eighth  week.    There  waj  a  swellinR  to  the  left  of  the  uterus, 
which  could  not,  however,  be  separated  from  the  uterus,  and  it  seemed 
like  an  enlargement  of  the  uterus  in  that  din 

I  felt  sure  now  thai  the  ulerut  was  distended, and  accordingly  dccideil 
to  operale.     Eiten-iive  olleralions  were  being  rnade  in  the  ward  at  the 
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lh*t  ihc  operalioi 

the  p«tieot  was  oi 
of  morphine  were  ftequenOy 


time,  causing  n  i^real  deal  of  noise,  i 
poned  lill  January  2nd,  1896.  In  Ihe 
in  great  pain,  nnd  hypodermic  bjedii 

As  Id  the  nature  of  the  proptsed  operation,  the  question  as  to 
whether  a  preliminary  abdominal  section  should  be  und«[Ukca,  as 
has  often  been  suggested  (recently  again  bjr  Dr.  J.  C.  'Webster,  in 
an  nrticle  on  "  Atresia  of  (he  Vagina."  in  the  Amcriiaa  Journal  t/ 
Obliaries  for  October  1895),  was  carefijlly  considered.  It  is  well 
known  that  dilated  Fallopian  tabes  nol  rarely  complicate  cases  of 
h^matometra.  As  I  had  carefully  watched  Ihc  case  for  two  years,  and 
seen  the  patient  both  when  the  uterus  was  little  if  at  all  distended,  and 
again  when  the  uterus  was  clearly  enlarged^  it  seemed  to  me  that  matt 
probably  in  this  instance  the  Fallopian  tubes  were  not  dilale'l.  ZE 
therefore  decided  to  attempt  to  make  an  artiRcial  passage  up  to  tba^ 
uterus  without  any  preliminary  abdominal  operation. 

OpfTolien,  January  znd,  (896. — The  patient  was  anieilhetised  with 
the  A.C.E,  mixture,  and  placed  in  the  lithotomy  position.  The  parts 
having  been  thoroughly  sponged  with  corrosive  sublimate  lotion  (i  in 
IDOO),  a  transverse  incision  about  3^  inches  long  was  mode  in  the 
perineum  just  behind  the  fourchette.  A  sound  was  held  in  the  bladder, 
and  the  left  forefinger  frequently  introduced  into  the  rectum  during  Ihe 
operation.  The  wound  was  gradually  deepened,  partly  by  tearing,  but 
principally  with  the  knife  and  scissors.  The  sides  of  the  wound  were 
held  apart  by  strong  retractors  right  and  led.  The  point  aimed  at  was 
the  dimple  fell  on  examining  per  rectum.  The  dissection  had  to  be 
carried  much  further  from  Ihe  surface  than  had  been  anticipated ;  and 
its  depth  was  ultimately  at  least  3i  inches.  The  strong  tiaction  on  each 
side  of  the  wound  had  gradually  lorn  the  perineum  back  to  the  very 
margin  of  the  aims,  nnd  a  few  fibres  of  the  sphincter  ani  were  torn. 
The  cavity  produced  by  the  dissection  was  of  a  capacity  to  allow  of  iU 
containing  the  fist.  It  wag  at  length  possible  to  recognise  that  the 
immediate  neighbourhood  of  the  uterus  had  been  reached,  a  p«t  1 
uncovered  by  bladder.  'Iliere  was  no  trace  of  any  pre-existing  cavity  ;. 
an  interesting  pomt,  because  In  cases  of  atresia  of  ihe  vag:ina  Ibet 
atresia  is  often  confined  to  the  lower  part  of  the  vagina — Ihe  lower  ' 
third  or  half,  for  instance.  When  the  obstruction  has  been  opened  up 
to  that  extent,  a  normal  vagina  is  found  above.  There  was  nothing  of 
Ibe  kind  io  the  present  case,  nor  was  there  any  trace  of  the  normal 
imootb  covering  of  the  vaginal  portion.     The  part  of  the 
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spending  to  the  rvneinal  portion,  as  regards  its  aspect  towards  the 
vagina,  merely  presented  tlie  raw  surface  mode  by  the  dissection.  As 
the  dissection  proceeded  it  had  gr^idually  come  lo  my  1cnowledg;e  that 
Ihere  was  something  in  the  nature  of  a  second  dimple  fell  to  the  right 
of  the  one  that  had  been  recognised  before  the  operation. 

When  the  amount  of  lisjsue  over  the  principal  dimple,  that  to  the  left 
(of  the  patient),  was  felt  lo  be  very  litllc,  a  pair  of  Wells's  small 
pressure  forceps  was  thrust  into  it,  evidently  at  once  entering  a  cavity  ; 
the  usual  dark  treacly  fluid  met  with  in  cases  of  retained  n 
once  b^iio  to  escape.  The  opening  was  enlarged  by  separating  the 
blades  of  the  forceps  till  the  finger  could  be  passed  into  the  cavity. 
This  was  felt  to  be  slightly  locuUled  at  one  place,  and  to  extend  some 
distance  to  the  left  side. 

Towards  the  middle  line  this  cavity  preseoled  a  vertical  partition, 
towards  the  left  ils  wall  was  concave.  The  dimple  to  the  right  side 
was  now  localised  as  well  as  possible,  and  a  pair  of  Wells's  forceps 
Mmilarly  thrust  into  it.  It  entered  a  larger  cavity  than  that  on  the  left 
aide,  and  the  puncLure  was  followed  by  a  fresh  escape  of  retained  Huid. 
The  opening  was  enlarged  with  the  forceps,  and  the  finger  passed  into 
this  right  cavity.  This  cavity  seemed  to  have  been  about  the  siie  of  a 
duck's  c^.  Each  cavity  was  now  washed  out  with  hot  iodine  water, 
a  strip  of  iodoform  gauze  n>as  packed  loosely  into  it,  an  inch  or  so 
beii^  left  hanging  from  each  os  uteri  into  the  vagina.  The  wound 
(vagirui)  was  now  packed  with  iodoform  gauie.  Two  stitches  were  put 
in  to  unite  the  tissues  for  a  quarter  of  an  inch  in  front  of  the  aous,  and 
the  patient  was  put  back  lo  bed. 

Subagueiil  pragrtss. — The  patient  went  on  very  comfortably  from 
January  and,  the  date  of  ihe  operation,  till  January  ijlh,  having  little 
or  no  pain,  and  no  rise  of  temperatuie.  The  gauze  was  still  in  ;  a 
little  of  the  lower  end  of  the  part  nsed  lo  plug  the  vagina  had  been  cut 

On  January   isih  the  lempeniture  rose  for  the  first  t' 
opentioii,  reaching  ioi°.     The  gauze  was  removed  from  the  vagina 
and  also  the  two  slrii>s  from  ihe  two  compartments  of  the  u 
good  dea!  of  pus  followe<)  Ihe  removal  of  the  vaginal  plug,  and  s 
alio  the  removal  of  each  uleriiie  plag. 

On  the  i6th  Ihe  temperature  was  still  up  (loO'  As  the  patient 
was  eitremely  terwler,  an  anaalhctic  was  given  in  order  to  wash  out  the 
two  uterine  cavities  ihorougbly.  This  was  done  with  iodine  « 
The  finger  was  |iassed  into  each  os  uteri.     Each  uterine  cavity  w 
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mopped  oul  wilh  pure  tincture  of  iodine,  the  excess  being  washed 
and  iodnform  was  introduced  wilh  a  Recamier's  curelte  freely  intr 
easily ;  a  good  deaJ  of  iodoform  wns  also  left  in  the  vaginn,  t 
plug  of  gauie  wa.s  used  on  this  occa^on. 

The  reit  of  the  paliciil'a  progress  was  uneventful.  The  cavitj 
tmcted  rapidly,  but  was  kept  from  becoming  too  small  by  passing 
Nu.  i6  of  Hegar's  Iwugies  daily.  A  pewter  ring  was  modelled  lo 
fil  the  vagina,  and  the  palienl  left  llie  hospital  on  Fchruaiy  aird. 
Examination  before  she  went  out  showed  Ihat  the  ulcnls  had  become 
very  much  smaller  than  il  was  found  to  be  any  time  before  the  opera- 
tion. When  eiamined  wilh  a  Sims's  speculum,  the  two  apertures 
leading  lo  the  uierine  cavities  could  be  seeo  about  half  an  ineh  apart 
nl  the  lop  of  the  vagina.  The  vagina  was  about  two  inehe«  deep  from 
the  surface.  Some  of  its  surface  was  still  granulating,  but  over  a  good 
deal  of  the  lowest  part  the  epiltielium  had  spread  in.  The  palienl  had 
complete  control  Over  the  bladder  and  rectum.  She  was  seen  i^in  u. 
week  afterwards,  and  a  smalt  ring  peiisar)',  tj  inch  in  diameter, 
pul  in  instead  of  the  pewter  pessary. 

There  has  been  a  great  deal  of  difficulty  in  keeping  the  arl 
vagina  open.  When  an  ordinary  small  ring  pessary  ii  left,  the 
cohere  through  the  opening  of  the  ring.  I  therefore  had  a 
vulcanite  ring  made  wilh  a  vulcanite  diaphragm,  pcrforaled 
few  small  holes.  This  acts  efflcienlly.  The  patient 
larly  and  painlessly.  I  have  seen  her  regularly  since  the 
the  last  time  in  October  1S97. 

TAe  vagina  may  be  double. — There  is  a  septum  divii 
the  vagina  wholly  or  partially  into  two  separate  parts, 
there  is  a  double  vagina,  and  also  a  double  uterus,  01 
side  there  may  be  occlusion  of  the  lower  part  of  the  v 
the  other  opening  as  usual ;  on  the  occluded  side  there 
he  retention  of  menses.  This  is  called  "  unilateral  h 
tokolpos." 

Atresia  or  occluBion  of  the  genital  canal. — ThvC 
may  be  congenital  or  acquired. 

In  congenital  cases  it  may  be  due  to  cither  iniperforata 
hymen,  occlusion  of  the  vagina,  or  less  coinmonly  occlusioi 
at  some  part  of  the  cen-ix. 
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Acquired  occlusion  is  due  to  inflammation,  followed  by 
adhesion  of  the  inflamed  surfaces.  Injuries  to  the  vagina 
and  cervix  during  labour,  and  sloughing  of  the  vaginal  walls 
after  acute  specific  fevers,  account  for  most  of  these  cases. 


Sterility. 

The  late  Dr.  Matthews  Duncan  showed  that  there  is  no 
reason  for  regarding  a  woman  as  probably  sterile  till  three 
complete  years  of  married  life  have  passed  without  the 
occurrence  of  pregnancy. 

Etiology.— The  local  causes  to  which  sterility  may  be 
ascribed  are  : — 

I.  Pflvic  peritonitii  which  has  obiitcraUd  tlie  openings  of 
Ihe  Fallopian  /»/'«.— When  this  has  occurred  on  both  sides, 
so  that  both  Fallopian  tubes  are  occluded,  it  is  of  course 
impossible  for  an  ovum  to  reach  Ihe  uterus,  and  the  sterility 
is  absolute.  This  is  by  far  the  commonest  local  cause  of 
sterility. 

z,   Ovarian  /iimoiirs  {if  donlte), 

3.  Morbid  conditions  of  the  endometrium. 
Corporeal  endometritis. 

Fibroid  and  other  polypi. 

4.  Imperfect  development  of  Ihe  uterus  or  maries. 

As  regards  the  above  three  sets  of  causes  we  can  have 
no  doubt  of  their  influence. 

5.  All  causes  of  pain  on  intercourse. — Particularly  if  it  is 
severe  enough  to  give  rise  to  vaginismus. 

We  must  not  forget  that  the  fault  may  be  with  the  hus- 
band,* and  it  is  a  fact  that  the  same  woman  may  be  sterile 
with  one  husband  and  fertile  with  another. 

'  M.  Pajol,  busing  his  observations  on  nales  of  400  cases,  concluile-s 
thai,  of  100  sterile  marria(;ei  of  rrom  Iwo  to  fourteen  years' duraliop, 
the  huib*nd  is  at  fault  in  from  firteen  lo  twenty  cases,  (See  Slerilily 
imfalemt.  Ullrmnnn,  Imn«ln1cil  by  Atlbur  Coiipcr.) 
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There  is  a  very  strong  probability  against  any  narroi 
of  the  cervical  canal,  short  of  actual  occlusion,  being  the 
cause  of  sterility  in  any  particular  case.  This  is  shown  by 
Fallen's  statistics,  quoied  by  Galabin,  where  in  337  cases  of 
sterility  the  cervix  was  incised,  only  13  or  14,  however, 
liecoming  pregnant  afterwards,  which,  as  Dr.  Galabin  says, 
is  not  a  greater  proportion  than  might  be  accounted  for  by 
coincidence.  Still,  a  cervical  canal  dilated,  say  up  to  the 
size  of  No.  12  in  Hcgar's  series  of  dilators,  must,  one 
would  think,  allow  a  larger  proportion  of  semen  to  enter  the 
uterus,  than  a  canal  that  only  admits  the  uterine  sound.  If 
nothing  abnormal  can  be  made  out  on  careful  examination, 
and  the  patient  has  been  married  three  years,  and  is  anxious 
to  have  her  chance  of  having  a  family  increased,  dilatation 
of  the  cervix  10  the  extent  mentioned  may  be  tried. 

Treatment.— If  the  patient  has  not  been  married  three 
years,  we  need  only  attend  to  the  general  health  ;  till  then, 
there  is  no  reason  for  her  to  think  she  will  have  no 
children.  If,  however,  there  is  pain  on  coitus,  we  endeavour 
to  discover  the  cause,  and  treat  it  in  a  suitable  manner.  If 
the  pain  on  coitus  lead  to  secondary  vaginismus,  we  may 
expect  to  cure  the  vaginismus  by  removing  the  cause.  In 
primary  vaginismus,  i.e.,  where  we  can  discover  no  local 
cause,  the  prospect  is  unsatisfactory,  though  we  may  try  the 
treatment  recommended  on  page  139. 

In  face  of  the  strong  probability  against  narrowness  of 
the  cervical  canal  at  any  part  being  the  cause  of  sterility 
in  any  given  case,  it  is  undesirable  to  resort  to  incision 
of  the  internal  or  external  os.  If  the  patient  suffers  from 
spasmodic  dysmenorrhcea  (which  is  common  in  cases  of 
sterility),  and  there  is  nothing  abnormal  to  be  made  out 
by  physical  examination,  we  may  endeavour  to  cure  the 
dysmenorrhcea  by  dilating  the  cetvi.\  as  recommended  whi 
discussing  dysmenorrhcea. 
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Note  on  the  Systematic  Treatment  of  Nerve  Prostration  and 
Hysteria.— The  IVeir  Mitchell  Treatment. 

This  plan  of  treatment  was  originally  introduced  by  Dr. 
Weir  Mitchell,  of  Philadelphia. 

The  cases  for  which  it  is  suitable  are  those  where  careful 
examination  discovers  no  organic  disease  of  the  nervous 
system,  and  where  some  one  or  more  of  the  symptoms 
commonly  known  as  hysterical  are  present.  The  patient 
is  a  "  worn  and  wasted,  often  bedridden,  woman,  who  has 
broken  down  either  from  some  sudden  shock,  such  as  grief, 
or  money  losses,  or  excessive  mental  or  bodily  strain.  At 
first,  perhaps,  there  may  have  been  only  a  debility,  con- 
stantly, however,  on  the  increase,  daily  mote  and  more 
yielded  to,  until  at  last  all  power  of  effort  is  lost,  fostered 
too  often  by  injudicious  sympathy,  and  the  constant  nursing 
of  devoted  relatives  and  friends.  Coincident  with  this  is 
the  total  loss  of  appetite,  the  profound  anaemia,  and  the 
consequent  wasting  of  the  tissues,  so  characteristic  of  these 
cases,  On  the  soil  so  prepared  are  often  developed  the 
graver  protean  forms  of  hysterical  disease,  such  as  paresis 
or  paralysis,  vomiting,  disorder  of  motion,  hystero-epilepsy, 
etc."  • 
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The  chief  points  in  the  treatmenl  are  t—  H 

1.  Removal  of  the  patient  from  her  surroundings  to 
lodgings  or  a  hospital  for  private  patients,  where  she  can 
be  isolated,  no  one  being  allowed  to  see  her  but  her  doctor 
and  nurse. 

2.  The  patient  at  first  is  to  be  kept  absolutely  at  rest 
in  bed. 

3.  The  use  of  mechanical  Ionics  to  produce  muscular 
waste.  This  is  done  partly  by  systematic  kneading  and 
rubbing  of  the  muscles  by  a  trained  nurse,  and  partly 
by  raaking  the  muscles  contract  by  applying  the  faradic 
current. 

In  this  way  the  patient's  power  of  assimilating  food  is 
greatly  increased. 

4.  Systematic  over-feeding. 
It  is  essential  that  the  patient  should  be  removed 

her  surroundings;  any  attempt  to  carry  out  the  treatmeni 
at  the  patient's  own  home  is  likely  to  end  in  failure. 

Another  point  of  importance  is  the  selection  of  a  suitable 
nurse.  She  must  be  capable  of  exerting  a  moral  control 
over  the  patient ;  and  yet,  on  the  other  hand,  she  must  be 
kind,  and  able  to  make  herself  an  agreeable  companion. 
It  may  be  necessary  to  change  the  nurse,  if  in  a  few 
days  the  case  is  not  going  on  satisfactorily;  and  in  this 
way  success  has  been  the  result  where  failure  appeared 
imminent. 

For  three  or  four  days  the  patient  is  kept  on  a  milk  diet 
alone.  Then  massage  h  commenced,  at  first  for  about  twenty 
minutes,  afterwards  for  an  hour  and  a  half,  night  and  morning. 
The  faradic  current  is  .ilso  used  for  from  ten  to  twenty 
minutes,  night  and  morning.  By  about  the  tenth  day  the 
patient  is  taking  about  two  quarts  of  milk,  and  three  full 
meals  in  addition,  as  in  the  following  diet  sheet  taken  from 
Dr.  Playfair's  hook. 
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Breakfait,  consisting  of  a  plate  of  porridge  and  cream, 
fish  or  bacon,  toast  and  tea,  coffee  or  cocoa. 

Lunch,  at  one  p.m.,  of  fish,  cutlets  or  joints,  and  a  sweet, 
such  as  stewed  fruit  and  cream,  or  a  milk  pudding. 

Dinner,  at  seven  p.m.,  consisting  of  soup,  fish,  joint,  and 
sweets  ;  and,  in  addition,  a  cup  of  raw  meat  soup  at  seven  a.m. 
and  eleven  p.m. 

Dr.  Playfair  finds  professional  rubbers  unsatisfactory.  He 
prefers  to  choose  a  strong,  intelligent  woman,  who  knows 
nothing  of  massage,  and  train  her  according  to  the  directions 
given  in  Dr.  Weir  Mitchell's  book. 

The  treatment  lasts  from  six  to  eight  weeks. 
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Notes  of  Seven  Cases  in  which  the  Cervix  was  rapidly  dilated 
by  means  of  Hegar's  Dilators. 

Case  I. — E.  S.,  aged  39,  married  sixteen  yean,  seven  children- 
Admitted  into  the  London  Hospital  complaining  of  losing  a  iatgc 
quantity  of  blood  on  and  off  evet  unce  a  miscarriage  she  bad  five 
montha  previously,  when  about  three  months  pregnanL  On  admission 
it  ivas  found  thai  some  blood  was  escaping  from  the  external  os,  and 
that  tbe  utems  was  enlarged.  The  sound  passed  three  inches  and  a 
half  Four  days  later,  under  ether,  the  cervix  was  rapidly  dilated  ;  the 
linger  passed  into  the  uterine  cavity  came  on  aevetal  insular  pro- 
minences. These  were  removed  as  completely  as  possible-  The; 
looked  like  pieces  of  placenta.  Pure  carbolic  acid  was  applied  to  the 
interior  of  the  uterus.  The  temperature  after  the  dilatation  was 
normal  for  four  days,  On  the  evening  of  the  fifth  day  there  was  a 
rise  to  lOf^" ;  the  next  day  the  temperature  was  again  nonnal,  and 
continued  so.  No  cause  for  the  rise  on  that  one  day  was  discowa^, 
the  patient's  general  condition  being  perfectly  satisfactory  otherwise. 
Three  months  later  she  came  to  see  me.  Since  leaving  the  hospital 
she  had  menstruated  regularly,  the  periods  tasting  four  days  only,  and 
recurring  at  the  proper  time. 

Cask  II.— I.  L.,  aged  40,  married  twenty  years,  six  children,  the 
hut  nine  years  ago,  four  miscarriages,  the  last  before  tbe  birth  of  her 
Gftb  child.  Admitted  into  the  hospital  complaining  principally  that  for 
the  previous  six  months  her  periods  had  occurred  eveij  fortoighl; 
before  that  she  had  been  quite  regular.  No  cause  for  tbe  bleeding 
was  discovered  on  examination,  and  accordingly  the  cervix  was  dilated 
rapidly  under  elher.  Nothing,  however,  was  found  in  the  cavity  of 
the  uterus  to  account  for  the  bleeding,  and  it  seemed  probable  that  the 
menorrhagia  was  due  to  the  menopause  being  about  to  occur  earlier 
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Ihan  usual.    In  (his  case  the  temperature  after  dilalatioQ  oT  the  cefvii 
never  rose  above  nonnal. 

Cask  III.— M.  W.,  aged  35,  married  sixteen  years,  twins  a  jrenr 
after  marriage,  Ivro  miscarriages,  the  lasl  eleven  years  and  a  half  ago. 
Admitted  to  the  hospital  on  account  of  meuorrbagia  of  fifieen  months' 
duration.  She  had  been  under  treatment  in  the  out-patient  depart- 
ment, but  had  obtained  no  relief.  On  examination  the  uterus  was 
found  to  be  enlarged,  and  the  sound  passed  four  inches.  The  uterus 
was  freely  movable.  The  vaginal  portion  of  the  cervix  was  healthy. 
The  cervix  was  rapidly  dilated  under  ether.  On  passing  the  finger 
into  the  body  of  the  uterus,  soft  irr^ular  projections,  particularly 
extensive  on  the  right  side,  were  met  with.  These  were  thoroughly 
scraped  away  with  a  spoon,  and  tincture  of  iodine  applied  to  the 
interior  of  the  uterus  :  portions  of  the  substance  removed,  on  micro- 
scopical examination  afterwards,  showing  a  glandular  structure  ;  sections 
showed  very  lai^e  irregular  cavities  lined  with  columnar  epithelium  in 
a  single  layer.  The  temperature  al\er  dilatation  remained  normal.  1 
have  seen  this  patient  at  intervals  since  ;  she  is  now  r^ular,  and  does 
not  lose  too  much. 

Case  IV.— E.  B.,  aged  45,  married  twenty-three  years  ago,  three 
children,  the  last  sixteen  years  ago,  three  miscarriages.  Adoiitted 
chiefly  on  account  of  having  lost  too  much  at  her  periods  for  the  last 
eleven  months.  During  this  time  the  liow  once  lasted  nine  weeks,  and 
once  five  weelis,  and  often  a  fortnight.  On  examination  there  was 
found  an  erosion  of  the  anterior  lip  of  the  cervix  i  for  a  time  it  was 
thought  doubtful  whether  it  was  not  commencing  malignant  disease. 
Under  local  treatment,  however,  the  erosion  improved  rapidly,  but  the 
menorrhagia  was  still  as  bad  as  ever  ;  the  cervix  was  therefore  rapidly 
dilated.  A  little  sessile  lump,  the  size  of  a  split  pea,  was  found  in  the 
canty  of  the  uterus  near  the  point  of  entrance  of  the  right  Fallopian 
tobe ;  it  did  not  admit  of  removal.  The  temperature  after  dilatation 
remained  normal  in  this  case  also.  This  was  probably  one  of  the 
menonhagic  cases  commonly  met  with,  apart  from  local  disease,  about 
the  lime  of  the  menopause. 

Case  V.  — II.  II.,  aged  37,  married  lificen  years,  no  children,  one 
miscarriage  ten  years  ago.     Admitted  complaining  of  having  lost  too 
much  at  her   periods   for  the  lasl  six  years,  soroelimea  bleeding  f 
three  weeks  at  a  time.     The  cervix  was  rapidly  dilated  till  the  finger 
eoold    be    passed  into   the   uterine   cavity.      Nothing  abnormal  v 
detected.     In  this  cate  ii  is  worth  noticing  that  the  lime  occupied  in 
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ras  only  Iwenly  minutes.  The  patieal  Imcl  had 
external  os  was  small.  Tbe  lemperalurc  on  Ihe 
B°  in  ihe  evening,  but  except  on  th»t  occasion  was 


dilating  the  cervix  i 
no  children,  as  the 
second  day  was  lOO' 
normal  throughout. 

Cask,  VI. — E.  M.,  aged  39,  married  eight  years,  had  one  child  when 
she  was  fifteen  years  old,  none  since.  Admitted  into  the  hospital 
complaining  of  having  had  a  reii  vaginal  dischai^e  for  three  months. 
Three  months  previously  she  bad  one  of  her  ordinary  menslnial 
periods ;  but  instead  of  this  passing  ofT  in  the  usual  way,  she  continued 
to  have  a  ted  discharge  tiU  she  came  to  the  hospital.  In  the  out- 
patient department  no  cause  was  found  for  the  hemorrhage,  and  she 
WBS  therefore  taken  in,  that  furlber  investigation  might  be  made.  When 
the  anterior  lip  of  the  cervix  was  seiied  with  a  volsella  prepamloiy  to 
dilatation,  Ihe  lip  was  necessarily  somewhot  everted,  and  it  uis  at  once 
evident  that  there  was  malignant  disease  within  the  cervical  canal  that 
luid  not  extended  beyond  the  external  os.  The  Cervix  was  rapidly 
diluted,  and  it  was  found  that  there  was  eitansive  maiignanl  disease  in 
the  cervical  canal.  The  cavity  of  the  body  of  the  uterus  was  healthy. 
As  here  we  are  only  concerned  with  the  case  so  far  as  it  was  affected  by 
dilatation  of  the  cervix,  I  need  only  say  that  on  the  evening  of  the  day 
when  dilatation  was  performed  the  temperature  was  lOO'i*;  but  after 
thai  it  remained  normal. 


In  the  preceding  six  cases  dilatation  of  the  cervix  was 
performed  in  the  non-pregnant  condition ;  in  the  rollowing 
case  it  was  done  at  the  sixth  month  of  pregnancy  for  the 
purpose  of  terminating  the  pregnancy,  on  account  of 
[jersistent  hxniorrhage  that  was  seriously  affecting  the 
patient  :— 

Cask  VII.— Mrs.  F.,  aged  37,  manied  thirteen  years,  bad  had  four 
children,  the  lost  five  years  ago,  no  miscarriages.  She  was  brought 
to  me  by  Dr.  Cockcll,  of  Ualslon,  complaining  of  attacks  of  pain  from 
time  to  time  across  the  lower  part  of  the  abdomen  and  back,  and  of 
irregular  htemarrhages.  Three  months  before  I  saw  her  she  hod  an 
attack  of  bleeding  lasting  live  weeks;  then  she  went  a  month  free  from 
bleeding  i  then  ir  came  on  again,  small  clots  l«ing  passed.  The 
bleeding  continued  till  the  time  I  saw  her-  The  uterus  was  about 
the  siie  it  rmchet  at  Ihe  sixth  month  of  pregnancy.     The  pati«it  WH 
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*  good  deal  pulled  down  by  the  bleeding,  and  it  was  dearlf  desirable 
that  the  uterus  should  be  emptied  ns  soon  as  possible.  Accoidingly  the 
cervix  was  dilated  with  Hcgat's  dilalocs.  As  soon  as  it  was  sufHcienlly 
open  to  admit  my  finger,  1  felt  the  placenta  attached  right  over  the 
internal  oS ;  in  fact,  it  lumcd  out  lo  be  a  case  of  placenta  prxvia.  I 
separated  the  placenta  all  round  as  far  as  I  could  reach,  and  then 
ruptured  the  membranes,  brought  down  a  leg,  and  so  delivered.  The 
whole  period  occupied,  from  the  time  she  began  to  take  the  anxsthetic 
till  the  uterus  was  emptied,  was  one  hour  and  twenty  minutes.  Strict 
aniiseplic  precautions  were  used,  the  vagina  being  washed  out  with 
iodine  water  before  beginning,  and  the  uterus  u'ashed  out  afterwords 
with  the  same  antiseptic.  Two  or  three  injections  of  ergoline  were 
given  hypodetmically  during  the  operation.  Dr.  Cockell  wrote  lo  me 
some  time  after  to  say  ibat  the  case  had  done  cxtreoiely  well,  and  that 
Ilie  temperature  had  never  risen  above  normal. 

Aitfc.— The  date  of  this  case  (No.  VII.)  was  June  1886. 
Since  that  lime,  eleven  years  ago,  I  have  ceased  lo  rely 
exclusively  on  the  rapid  method  of  dilatation.  For  further 
information  the  reader  is  referred  to  page  32. 

I  have  never  had  any  bad  result  from  rapid  dilatation  in 
my  own  practice. 

Sdll,  fatal  consequences  are  not  unknown,  and  have 
probably  been  due  to  deep  lacerations  of  the  cervix  in  the 
neighbourhood  of  the  internal  os.  The  action  of  a  dilator 
is  twofold  :  when  merely  pushed  forward,  it  acts  as  a  wedge ; 
but  when  a  boring  movement  is  imparted  to  it,  it  acts  as  a 
lever  as  well— the  fulcrum  being  at  one  side  of  the  cervix, 
and  the  weight  (or  force  actually  being  exerted  on  the 
cervix)  a  little  in  advance  of  the  fulcrum,  and  at  a  point 
opposite  to  it.  It  is  important,  therefore,  not  to  use  a  long 
infitrument,  because  the  force  acting  on  the  cervix  is  in 
direct  proportion  to  the  distance  of  the  handle  from  the 
blcrum. 
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of  passitig  the  finger  in 

0  the 

vagina,  16 

176 

Molar  pregnane)',  60 

in  vii^n  uterus,  176 

Mortnlily  of  hysterectomy,  for  fib- 

Os internum,  in  r^ntd  to  pnssine 

roids,  ZIZ 

the  sound,  28 

of  extirpation  of  the  ute 

rasfor 

Ovarian  artery,  JI4,  460 

cancer,  349.  278 

corpuscles  of  Drysdate,  390 

of  ovariotomy,  442 

fimbria,  297 

of  supra. vaginal  amputation  of 

—  ligament,  297 

the  cervix,  255 

Mucous  membrane  of  cervix, 

74 

as  a  cause  of  bleeding. 

polypi,  231 

70.396 

as  a  cause  of  bleeiiing,  69 

diagnosis,  400 

Mucous  tubercles,  loz 

—  prognosis.  399 

Miilter,  ducts  of,  490 

structure,  385 

Multiparous  uterus,  176 

__  symptoms,  391 

Myoma  of  the  ovary,  3S4 

treatment,  416 

ofthe  uterus,  183 

—  vuieties.  388 

Ovaries,  ibsence  of,  50 

Nttbolhi,  oYula,  160 

Needle,    straight    in    hsnill 

,    fur 

sltuclures.  81,  298,  44a 

perineorrhophy,  118 

—  carcinoma  of,  38s 

Needle-holder,  124.  125 

cysts  of,  38s 

Needles,  nageriorn's,  125 

dermoid  cysts  of,  390 

for  oTflriuiomy,  423 

NeUlt^n's  cyst  forceps,  423 

development  of,  Imperfect.  50 

^  displacements  of,  445 

nenralpc  dysmenorrhea,  76 

fibroids  of,  384 

■ treatment  of,  87 

—  hernia  of,  446 

■|»itr«teofsUver,  96 

^Bck,  OH«a  of,    100 

-    -  ]W«ition  of,  445 

^V^^^^^l 

^^^^^^H  ^^^^^^^^^mn^^H 
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Ovaries,  prolapst  of,  446 

I'eriloneum,   relation   of,  [0   ulcnis 

proliferous  eysls  of,  388 

and  vagina,  17s 

--sarcotoaof.aSs 

folds   of.  forming   the   broad 

OvariatomjF,  417 

ligamenls.  297 

Ovarilis,  441 

forming  tbe  utero-sacral 

Over-locUlion  as  a  cause  of  bleed- 

ligamenls, 457 

ing,  70 

opening  in  ovariotomy.  429 

Ovula  Nabothi.  160 

opening   Douglas's   pouch    in 

^m 

Pain  in  orcinoma  of  Ihe  cervix,  24s 

in  procidentia  nteri,  145      ^^^H 

of  the  body  of  the  utenis, 

Pcrilonitis,  323                              ^^^| 

a73 

Pessary,  cup  and  stem,  151            ^^H 

ovBiian  luinoiirs,  393 

Hodge's,  466 

Palpation  of  the  abdomen,  8 

india  -  rubber    walch  ■  spring. 

Papillary  erosion,  161 

ISO 

Papilloioa  of  Ihe  cervii,  246 

genenil  rules  to  be  observedi^^H 

using.  465                                  ^^M 

Fanunelritis,  333 

Parovarian  cysts,  448 

Placenta,  portions  of  retained,  5l^^^| 

Pedicle,   treatment    of,   in    ovario- 

prtevia,  58                             ^H 

lomy,  431 

Placental  polypus,  68                      ^^H 

Pelvic  abscess,  227.  301.  314.  337 

Ptayfair'.  probe.  165                        ^H 

cellulitis,  333 

Polypi  of  the  uterus,  330                j^^| 

Position  of  the  uierus,  the  nonn^^H 

— as  a  cause  of  displace- 

^H 

ments,  457 

for  vi^nal  examination,  tJ.r^^H 

Posterior  fornix,  zi                         ^^^| 

rhcea,  77 

Posture   of   pntieot    in   paia-  utA 

as  a   cause    of   sterility, 

perimetritis,  338.  325 

S05 

Ponch  of  Douglas,  descent   of,  in 

hiBmalocele,  345 

procidentia  uteri.  MS 

peritonitis,  312 

incorceralion  of  ulenis  in. 

457 

Perimetritis,  311 

Perineal  body,  tl6 

the  cerviic,  252 

prolapse  of   ovary  into, 

secondary.  120 

446 

Pregnancy  complicated  niih  fibroid 

central  tuplure  of,  115 

tumour,  193 

relation  of  ruptured  perineum 

to  piolapie,  146 

mour,  407 

Pregnancy  complicaled    wilh   car- 

Retention  of  urine,  due  to  tibroids. 

cinoma  of  (he  cervix,  60,  262 

189,  47S 

diagnosis  of,  ftom  fibroid  tu- 

■  —  liue  to  hysteria,  476 

moars.  igo 

due  to  ovarian  tumours. 

diagnosis     of,      from     ovarian 

475 

lumonrs,  407 

gravid  uterus,  474 

as  B  caiuc  of  pruiilu^  1 11 

Retroflexion.  454 

Present  state,  the,  in  case- taking, 

Retro-peritoneal  cysts,  400 

1.  5 

Retro-uterine  h.Tjmalocele,  34S 

Procidenlia  uteri,  144 

Retroversion,  453 

Prolapse  of  the  ovaiy,  446 

of  the  uterus,  144 

in  prolapse,  145 

of  the  vaginal  walls,  144 

Ring  pessary.  150 

Ptolifenws  cysts  of  (he  ovary,  388 

Praritns  vnlvi,  iii 

vix.246 

Puberty,  the  age  of,  as  a  cause  of 

Room  for  ovariotomy,  417 

menoirhagia,  69 

symptoms  of  atresia  at,  104 

'54 

Puree-string  sulare,  1 19 

Rupture  of  the  perineum,  1 15 

Pyelitis.  473 

—  influence  of  in    cases  of 

prolapse,  146 

PyoBalpinx,  301 

Salpingitis,  296 

as  a  result  of  vaginitis,  136 

Sarcoma  of  the  body  of  the  uterus, 

QuMteis  of  the  pelvis,  22 

i&i,  287 

ofthe  cervix  uteri,  284 

Rapid  diUtation  of  the  cervix,  35 

of  the  ovary,  385 

Recamier's  curette,  169 

^  of  the  vagina.  140,  285 

Seizors  bent  on  the  flat  for  ovario- 

Recti, separation  of,  9 

tomy,  419 

Secretion  in  the  breasts,  significance 

Remote  parametritis,  338 

of,  7 

perimetritis,  338 

Senile  vaginitis,  13a 

Septic  matter,    introduced   by   the 

Replacement  of  uterus  with  soand. 

nails,  330 

456 

introduced  by  the  sound. 

ag 

469.470                             .    , 

causing  cellulitis,  334 

causing   iieritonitis.   ya 

3J0 

I 


^H^^^^^H 
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Sterility.  505                                ^^1 

34 

Sticks  of  line  sulphate  and  alum  for 

cervical  catarrh,  165 

Sickness  after  ovariolomT,  441 

Straight  needle  for  perineorrhaphy. 

in  pelvic  perifoniiis,  33" 

118 

Simon "s  sharp  spoon,  270 

Subinvolution  of  nlcras,  174           ^^^1 

Sims's  specnlum.  aj 

as  a  cause  of  bleeding.  68,  rj^H 

Size  ol  the  uterus,  cstimalion  of  the. 

>7S                                             ^H 

case  of.  168                                     ■■ 

Skin-ctacks.  6 

Sulphate  of  copper  for  catarrh  of 

Souffle,  funic  13 

the  eervin,  164 

ulerine,  12 

Sulphocarbolate  of  zinc  for  vaginitis, 

Sound,  the  ulerinE,  i6 

'J6 

in  anteflexion.  453 

by  no   means   slwayi  neces- 

sary, 26 

Suppuration    in    dilated    Fallopian 

directions  for  passing,  28 

tubes.  301,  324 

in  fibroids,  196 

- —  in  hmmatocele.  352 

in  inversion.  204 

in     knee-joint      complicating 

in     reltoversioH     and     relro- 

parnmetritis,  342 

tleiion,  4S5.  456 

—^  in  ovarian  lumouiB,  393                p  J 

in  subinvolution,  179 

in  pelvic  celliditis,  337           ■■ 

peritonitis,  324               ^^^1 

Sounds   heard    over    [he   pregnant 

cervix.  250                                   ^^H 

Speculum,  BDmes's  crcscenl,  24 

Sutures  in  ovariotomy,  423*  425      ^^| 

- — —  Bryant's  rectal,  479 

Syphilis  of  the  vulva,  101,  102,  >^^^| 

—  Cuaco's  bivalve,  25 

Syringe,  Hi^inson's,  331                  ^^M 

Fergusson's,  22 

—  Sims's,  23 

Spencer   Wells's    pressure    forceps, 

Tail's  operation  for  rupture  of  tb^^H 

419-  420 

perineum,  127                               ^^H 

— trocar,  424 

Stafibrdshire  knot.  432              ^^^| 

Sphincter  ani,  operation  to  restore, 

Tangle  tent,  37                                 ^H 

121.   130 

Tapping  in  dilated  tubes,  306           ^^H 

rupture  of,  115 

-—  in  ovarian  turnouts,  416           ^^H 

Splenic  tumours,  412 

Sponge  lent,  37.  I70 

— ~  in   purulent  pelvic  inflamiMi^^^| 

Sponges  for  ovnriotomy,  419 

tion,  22S                                       J^H 

Spolty  vaginitis,  135 

Teeth  in  dermoid  cysts,  390            ^^H 

Tcmpemture,    high,    after    ovaiJo^^H 

Steriliser,  43 

C^^H  ^1 

B^^IIH^^^^^Hil        ^1 

^^         .i 

Urethra,  malignant  disease  of,  no,      ^^^| 

men,  9 

47^                                                        ■ 

Threadwonns  as  a  coU5e  of  vulvitis, 

—  position  of,  91.  92,  93                     ^m 

92 

stricture  of.  471                                 ^~ 

- — -  »s  a  cause  of  pruritus,  1 13 

vascular  caruncle  of,  96,  471 

Thrombosis    compljcalii^   ovarian 

Urethritis,  90^  133.  472 

tumour,  398 

Urine,  incontinence  of,  47a 

Thrombus  of  the  labium,  106 

retention  of,  472,  474,  476 

Tour  de  maUre.  29 

Un^enital  sinus,  4S9 

Transverse  section  of  uterus,  461 

Trocar  for  ovariolotny,  424 

see  Introduction) 

Tube  for  washing  out  the  uterus,  36 

Uterine  artery,  214,  215,  460                    ^M 

Tubo-ovarian  cyst,  304 

appendages,    removal    of,   for        ^H 

Tumours  of  the  ovary,  384 

dysmenorrh<£a,  S7                                 ^^ft 

of  the  uterus,   183,  230,  236, 

for  fibroids,  2tO                 ^1 

'71 

— —  contractions,  in  diagnosis,  to. 

of  the  vagina,  140 

190,  407 

Tupelo  tent,  37 

forceps,  38 

souffle,  12 

~  sound,  16 

Ulceration,  so-called,  of  cervix,  160 

tube,  36 

Uterus,  absent  or  rudimentary,  50, 

m.m 

494 

corroding,  of  cervix,  246 

amputation    of,   for    fibroids. 

syphilitic,  ofecrvin,  146 

210 

anatomy  of,    174,   314,   251, 

Ulcerous  vaginitis,  135 

297, 460                                                  ^_ 

Ulcers   of  the  inverted   vagina   in 

anteflexion  of.  449,  456,  457             ^M 

procidentia,  148 

antevcrsion  of,  45^.  45^,  457           ^M 

Umbilical  souffle,  13 

arterial   supply  of,  214,   215,         ^H 

Umbilicus,  condition  of,  to  be  noted 

460                                                          ^ 

bicomis,  494 

S.6 

Unemia  in  carcinoma,  148 

carcinoma  of  cervix  of,  236 

Ureters,  relation  uf,  to  cervix  uteri. 

congenital  atrophy  of,  496 

as  I 

congestion  of,  not  caused  by 

cathelerisation  of,  478,  479 

flexion,  461 

(lilalalion  of,  in  cases  of  car- 

I         dnoma,  243 

curetting,    cases    illustraliog,          ^H 

■ in   cases   of  ovarian   tu- 

■67                                                         ■ 

ft       mours,  397 

extirpation  of,   per   vaginam,         ^^H 

■  inspecting  the  oriRcM  of,  478 

L    . 

^^ 

^■i^^^HI 
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Ulenii,  libmiil  lumoun  of,  1S3 

Vasi:utarcarunclc  of  urethra,  96      ^^^1 

infanlile,  495 

as  a  cause  of  bleeding 

70 

inveirion  of,  104,  46S 

as  a  cause  of  v.ciuUmus. 

139 

—    mobiUiy  of,  ai 

Venous  sinuses   round   fibroid   tu- 

 peritoneum  of,  17s 

mours,  191 

poljpi  of.  230 

|ioiilion  of,  ihe  normal,  441) 

261 

prolapse  of,  144 

■ — -  in  oi-arian  luuiours,  398 

Versions  of  uterus,  452 

rwroversion  of.  145,  451 

Vesico-vaginal  fistuln,  473 

sircoma  of.  284 

Vesicular  mole.  Go                          ^^_ 

septus,  491 

Vestibule,  boundaries  of,  91          ^^^| 

shape  of,  in  muUipat*,  176 

development  of,  4S9             ^^^| 

in  virgin.  174 

sub  in  vol  ul  ion  of,  174 

■ as  B  cause  of  bleeding^^ 

supeiinvolution  of,  181 

71,75 

unicornis,  490 

Volsella,  34 

Vulva,  abscess  of,  97 

VaEina,  absence  of,  496 

anatomy  of,  91,  92.  93          ^^H 

—  atresia  (occlusion)  of.  496 

atresia  of.  103,  489               ^^H 

capacity  of,  17 

carcinoma  of,  1 10                  ^^^^^| 

cysts                                      ^^M 

citfltrisation   in.   after  labour. 

elepbantiasis  of.  107             ^^^1 

505 

fibroOs  tumoar  of,  iii          ^^^| 

—  cysis  of,  140 

Insure  of,  105                        ^H 

diseases  of,  131 

hematoma  of,  106               ^^^| 

inllammatioa  of,  90             ^^^| 

glands  of,  135 

pruritus  of,  113                       ^^^^| 

—  varicose  vtnos  of,  I06            ^^^| 

plugginE  in  carcinoma,  269 

Vulvitis  90                                         ^^1 

prolapse  of,  144 

^^^M 

sarcoma  of.  140,  285 

^^^M 

septum  in,  496 

Warts  of  Ihe  vulva,  too                 ^^M 

shape  of,  150 

Washing  out  the  uterus,  tube  filH^^H 

^H 

portion  of  cervix,  175,  254 

Weir   Mitchell   treatment   for  Iq^H 

leria,  507                                     .^H 

Vaginitis,  132 

White's     repositor     for     invemol^H 

Varicose  veins  of  the  vulva.  106 
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Vol.  111.  Part  IV.    The  Proleidi.nd  Albuminoid..  tm  Prrit. 

ALLEN.  Ctie(Blcal  Aaalxala  ol  AlbuniDBua  and  Diabetic 
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Mcdi»l  Woidi  ProHiunecd  and  DtGiwd.)  CoowiniDi  all  tha  Wordi, 
Ihtir  DofiallioB  and  PmnunclallDn.  itaai  Ihc  Medial,  Deaial.  or 
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Clodl.  $£j>a 

Ltlira.     ATrcaliK  oa  Rbiumtliiiii  ud 

icue  by  Uiic  Acid.    A  CDatribuUog  to 
""" e,  Epilipiir,  Com, 


EngrA.ing,. 


I 


ofHiKh! 


che,  Epilipijr,  Com, 
Btighf.  Di«»ir,eK.    jdEiUlioo.       |j« 

HEADACHES. 

AY,    On   Heidachen.    The  Naiure, 
Hiatdacho.    4lh  Editlan     lUiutnitcd. 


HEALTH    AND     DOMESTIC    MEDI- 
CINE (see  also  Hygiene  and  Nursing). 


BUCKLEV.    The  Skin 

ioHe. 

lihandDlieuc. 

lUu. 

cring  . 

ip  ll.    Ill 

COHEN,    Th=T 

-hroili 

.««d 

Ertiiion. 

HARLAN.     Ey 

OighlB 

ndKo' 

w  to  Can 

t  for  It. 

Ilhul 

HARTSHORNI 

i.     Our 

htng. 

PARKES,     Tht 

Health. 

J-l  R... 

*. 

,     Long 

Lir«a 

1  Mothei 

WHITE.    Tht  Mouth. 

oilT« 

th.     lUui 

WOOD.     Brain 

Works 

STARR.     Hygi, 

;Qcof  11 

10  Nut 

aety.    ji 

h  Edit  ion 

CANFIELD.     Hysiene 

of«h= 

o«. 

HEART. 

SANSON.    DU. 

»«>  or 

thcH 

.an..Th 

=  Di=Bn« 

i>>a, 

I  Patbolaty 

HISTOLOGY. 

STIRLINQ.  Outline*  DfPractlcalHlitolagy.  iM  Illu>tnih>n>. 
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H.D.     ;lh  Edilion.     Enkiicd.     lUwlntcd.  ^.,u 

PARKES,    Popular  Hys lane.    Tbt  ElemtDb  of  HoUli.    A  Huk 

r.,.UyR=id.n.    IlluitniBl.  |i  a) 

STARR.  Tha  Kyiicoe  of  tb<  MKtavay.    iKludtBi  Ibi  diBtrnl 

Mtni!|«i^i  of  ih<  'ord?rui^  Knc^TEDda  cif*S;artT  lifc,  Muuia'! 
tic.     6th  F.di<iDD.     >s  lllu>iniU»».    ywf  R,adf.  %t  .* 

STEVENBON  AND  MURPHY.    A  TrMtlMOD  )lr|l«*.     ^1 


for    Sanitary    and 

.t,  «i.ti 


.1.  i.fe« 


•  ;  Vol.  I 


*,*  Evh  ValuincKitdupanulr.  SpiculOmibiiiponappllcalloli, 
WILSON.  Hand-Book  of  Hysi«<  and  BaalUry  tclano. 
WEVL.    Sanitary  Relation*  »r  tba  Coal-Tar  Cslora.    Authac 
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A  Text-Book  of  the  Practice  of  Medi- 
cine. With  Special  Reference  to  Dia.gnoiis 
and  Treatment.  By  James  TvsON,  H.  D., 
Professor  of  Clinical  Medicine  in  the  Univer- 
sity of  Pennsylvania;  Piiyslcian  to  the  Hos- 
pital of  the  University  and  lo  the  Philadelphia 
Hospital ;  Fellow  of  the  College  of  Physicia 
of  Philadelphia,  etc. 

With  Many  Useful  Illustrations. 

Octavo.     1180  Pages. 

Cloth,  $5.50;  Sheep,  $6.50;   Half  Russia,  $7.50. 


Exlracls  from    l.    Review   in    llie  Anier 
Midical  SHtnct!,  Match,  1897 ; 

"  Eitenully  It  ji  (helargtsl  and  bnndsom 
on  the  practice  ol  medidne." 

"CliniMlfeaiutes  are usnMty  described  ina  mastirly  way." 

"The  directions  (Tor  Irealmem]  ar«  full  anil  clear,  and  u 
a  rule,  eminenlly  judicious  and  const rvalivc." 

■■  Dr.  Tyson'i  style  U  already  so  well  known  in  nKdieal 
literature  Lbal  it  n  only  nccesury  to  say  the  prescDI  work  U 
ODC  of  ihe  best  examples  " 

"We  wtlcoma  Dr.  T>son's  Prsciice  v.  a  moit  raloable 
■ddiliot)  to  medical  liierilun:." 

DitcripHvt  tirailar  and  tamtfb  paga  ufen  afplieaHm. 
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